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CHILD ABUSE PREVENJIN AND TREATMENT
ACT (CAPTA)
ANNUAL REPORT20228 2023

The Child Abuse Prevention and Treatment Act (CAPTA) requires that a state receiving a CAPTA State
Grant submit an annual report describing hew the
2023 Annual CAPTA Report wth includes the required information and a description of how CAPTA

state grant funds were used in a manner that aligns with and supports the overall goals for the

improvement and delivery of child welfare serviceBhe report describes activities fundeghder

CAPTA along with the program areas that they fall under. In addition to the CAPTA funded activities,

the report also identifies othet o wa Depart ment of HelBHHE itiativesdandHu ma n ¢
activities that align with and support thelscted program improvement areasder CAPTA.

IOWA DEPARTMENT OFHEALTH AND HUMAN
SERVICESIDHHS)

On June 14, 2022, House File 2578 was signed by lowa Governor Reynolds creating an lowa
Department of Health and Human Services (IDHHS). Hdeige 2578 provides for a ongear
transition period for the lowa Department of Human Servi¢Bd1S) andthe lowa Department of
Public Healt(IDPH)to merge duties and functions into the new Department. Téegislation direct
the transition to the accomplish the following:

+ Manage=ffectively.
+ Establish a IDHHBolicy.
+ Promote heath and quality of life in the IDHH€Id.

The DHS and the IDPH wifllly transition into the IDHHS by July 1, 2023nder the new alignment
the current five Service Areas (Western, Eastdbes MoinesNorthern, Cedar Rapidswill remain the
same but the counties under sonoéthe Service Areawiill be reconfigured baseoh child populations.

For the reporting that followsthe Department will be referred to as the lowa Department of Health
and Human Services (IDHHS) within each of the Sections unless otherwise indicated.

SUBSTANTIVE CHANGES TO IOWA STATE LAW
SEQION 106(b)(1)(C)(i) of CAPTA

The State of lowa continues to maintain laws that are compliant with the requirements of CAPTA. No
new laws or amendments to the lowa Code, which would affect CAPTA, were passed in SFY 2023.
While there are no new laws affecting CAPTA, there were telsksigned into law relating to child
welfare in lowa.
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CHILD WELFARE LEGAL REPRESENTATION PROMEET13(IOWA CODE SECTION 13B.13)

This billextended the state public defender pilot project for child welfare legal representation another
year (through June 30, 2025) and expanded the project from six to sixteen counties throughout the
state.

CONTINUOUS SEXUAL ABUSE OF A CHIUBF 176(IOWA CODE SECTION 709.23)

This bill amended the definition obntinuous sexual abuse of atchifttlude any person 18 years of age

or older who en@ges in any combination of three or more acts of sexual abuse with the same child and
at least thirty days have elapsed between the first and last acts of sexual abuse. Previously, this
definition only included any combination of three or more acts ofusdxabuse in the second or third
degree. The amended definition includes all acts of sexual abuse.

SAFETY PLANBF 471(IOWA CODE CHAPTERS 226, 232, 331, 600, 812, 256, AND 331)

This bill provides the ability fdbDHHS t o ent er i nto safety plans with
their parent and provides for additional issues relating to mental health and disability services provided

by the state as well agudicial proceedings relating to child in need of @asise proceedings, adoptions,

and the confinement of persons found incompetent to stand trial, including a requirement to send notice

of adoption hearings to siblings under certain circumstances.

PATERNITYHE 216(IOWA CODE SECTIONS 232.2, 232.3A, 232.103A, 252.6A, 252C.4, 598.21E,
600B.41A, AND 602.6306)

This bill amended the definition of paregmid adds or amends additional laws relating to paternity in
certain actions before the juvenile court.

BRIDGE ORDERBF 359(IOWA CODE SECTION 232.103B)

This bill adds a new section to provide the option for juvenile court to close a child in need of assistance
case through a bridge order which tranourtifer jurisd
certain criteria are met.

REPRESENTATION IN ADOPTION PROCEEDINBE 398(IOWA CODE SECTIONSL3B.9, 600.6
AND 600.11)

This bill requires representation to adoptive parents and children in certain adoption proceedings and
modifies filing requirements for adoption petitions and notice requirements for adoption hearings of
adults.

TPRHFE 400(IOWA CODE SECTION 600A.9)
This bill provides for a parent to request a vacatimmappealof a termination ofparental rights order
under certain circumstances.

SAFE HAVENHFE 425(I0WA CODE CHAPTER 233)

This bil provides additional means for a parent to release custody of a newborn, in accordance with the
Newborn Safe Haven Act, to medical staff at a hospital or other facility following delivery of the
newborn infant or by relinquishing physical custody of tee/born infant at a hospital, a fire station, or

an emergency medical care provider, through a newborn safety device, and provides additional
definitions.


https://www.legis.iowa.gov/legislation/BillBook?ga=90&ba=hf113
https://www.legis.iowa.gov/legislation/BillBook?ga=90&ba=hf176
https://www.legis.iowa.gov/legislation/BillBook?ba=HF+471&ga=90&utm_medium=email&utm_source=govdelivery
https://www.legis.iowa.gov/legislation/BillBook?ba=HF+216&ga=90&utm_medium=email&utm_source=govdelivery
https://www.legis.iowa.gov/legislation/BillBook?ba=HF+359&ga=90&utm_medium=email&utm_source=govdelivery
https://www.legis.iowa.gov/legislation/BillBook?ba=HF+398&ga=90&utm_medium=email&utm_source=govdelivery
https://www.legis.iowa.gov/legislation/BillBook?ba=HF+400&ga=90&utm_medium=email&utm_source=govdelivery
https://www.legis.iowa.gov/legislation/BillBook?ba=HF+425&ga=90&utm_medium=email&utm_source=govdelivery
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SAFE HAVENHF 474(IOWA CODE SECTIONS 232.2, 232.78, 232.95, 232.102, 232.104, 233.1,
2331A, 233.2, 233.5, & 233.6)

This bill added adoption service providers as one of the options that a parent of a newborn infant may
voluntarily release custody of the newborn infant to, in accordance with the Newborn Safe Haven Act.
This bill also requires adoption service providerso will be involved in the surrender of newborns to
have CPR and first aid training for infants and adults.

FOSTER PARENTS® RI GHTS HikHNIZ(ORE SCDENKSAPBERERI7 | ES
This bill provides for rights and responsibilities to individual licensees who provide child foster care.

| OWAO0S CAPTA PROGRAM MANAG
STATE LIAISON OFFICER (SLO)

The | DHHS Program Manager for | owads Chhtdl adtvaée
State Liaison Officer are listed below.

| OWA6S CAPTA PROGRAM MANAGER:

Patricia A. Barto, MSW

lowa Department of Health and Human Services
Division of Family WelBeing and Protection
1305 E Walnut St

Des Moines, IA 50319

pbarto@dhs.state.ia.us

Phone: (515) 287151

Email: pbarto@dhs.state.ia.us

| OWABGS STATE LI Al SON OFFI CER:

Roxanne Riesberg

lowa Department of Health and Human Services
Division of Family WelBeing and Protection
1305 E. Walnut St.

Hoover State Office Building

Des Moines, IA 50319

Phone: (515) 288786

Email: rriesbe@dhs.statia.us


https://www.legis.iowa.gov/legislation/BillBook?ga=90&ba=hf474
https://www.legis.iowa.gov/legislation/BillBook?ga=90&ba=hf584%20
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THE COMPREHENSIVE ADDICTION AND
RECOVERY ACT OF 2016 (CARA)

SECTION 108§)(2)(B)(ii)(iii)of CAPTA

On July 12017,House File 543 became law. The legislatorended lowa Code Section 232.77
subsection 2 (b) as follows:

b. If ahealth practitioner involved in the delivery or care of a newborn or infant discovers in the hewborn
or infant physical or behavioral symptoms that are consistent with the effects of prenatal drug exposure
or a fetal alcohol spectrum disorder, the hesdthipner shall report such information to the

department in a manner prescribed by rule of the department.

This law was passed in order to implement the federal amendments to CAPTA mdelé hi1498,

the Comprehensive Addiction and RecoveryQAét @2ZRA With the passage of House File 543, lowa

came into compliance with CARA. lowa and child welfare policies and procedures removed the term
oillegal 6 as applied to substance abuse affecting
caretakers and infants born and identified as being affected by any substance abuse, or withdrawal

symptoms resulting from prenatal drug exposure, or of Fetal Alcohol Spectrum Disorder.

lowa health care providers involved in the delivery or care of dnfdints are mandated by law to notify

the lowa Department of Health and Human Services (IDHHS). Child welfare policies include Safe Plans
of Care and procedures for monitoring those plans to ensure that appropriate services are being
provided to the infahand the family. The IDHHS child welfare information system continues to meet

the annual data report requirements as set forth in section 106(d) of CAPTA regarding the number of
identified infants, the number of infants that have a Safe Plan of Camneandmber of infants for

whom a referral was made for services, including services for the affected family or caregiver.

IMPLEMENTATION OF CARA

Much of the groundwork was laid to implement CARA, with external partners, by way of meetings with

the Drug Endangered Children (DEC) Workgroup. This workgroup had been tasked by lowa legislators

to evaluate allegations of suspected child abuse involving drugs and to make recommendations for

statutory change to support best practice in this area. As CAR& jbat passed and lowa was exploring

how to i mplement the required changes it was agre
discussion and involve the multiple disciplines who were already at the table to assist in working toward

a plan for lowa. Therfial workgroup report with recommendations for statutory change to support

CARA was submitted in December 2016.

The IDHHS also assembled an internal workgroup including representation from the IDHHS centralized

intake, field operations/training and policy/program managers for child protective services, contracted
services, and the CAPTA Program Manager. The focus ofithigp was to ensure child safety and

wellkbei ng foll owing the childds release from the ca
procedures were also revisited regarding development of Safe Plans of Care for infants born and

identified as beingfatcted by (all) substance abuse, or withdrawal symptoms, or Fetal Alcohol Spectrum
Disorder.
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POLICY AND PRACTICE

Following are the IDHHS policies and procedures for intake, assessment, and case management relative
to CARA cases.

1 Intake:
o Reports for diildren born positive for an illegal substance continue to be accepted as
Presence of I 11 egal Drugs in a Childds Body

was policy prior to CARA).

o If abuse criteria is not met and there is no current child fae¢ case, but the IDHHS
receives concerns by a medical provider that an infant is affected by substance use,
withdrawal symptoms, or Fetal Alcohol Spectrum Disorder, a Child In Need of Assistance
(CINA) assessment is accepted.

o If there is an operhild welfare case, the intake is rejected, and information is provided to
the social work case manager (SWCM) to address in their open service case.

9 Assessment:

0 The child protection worker (CPW) consults with the medical provider to confirm the
infant isaffected by substance abuse, withdrawal symptoms, or Fetal Alcohol Spectrum
Disorder.

A If the medical provider determines the infant is not affected, the information is
documented in the assessment (Child Abuse Assessment, Family Assessment or
CINA Assessmat).

A If the medical provider determines the infant is affected, the information is
documented on the Safe Plan of Care form.

A If the family is not willing to participate in the development of a Safe Plan of Care,
consultation with the County Attorney isaquired for consideration of filing a Child
In Need of Assistance petition.

9 Case Management:

o For an existing child welfare case, the SWCM consults with the medical provider to confirm
the infant is affected by substance abuse, or withdrawal symptomstalrAicohol
Spectrum Disorder.

A If the medical provider determines the infant is not affected, the information is
documented electronically in a contact note in the Family and Children Services
(FACS) system, which i s a foroatgneystemt of | o

A If the medical provider determines the infant is affected, the information is
documented on the Safe Plan of Care form.

A If the family is not willing to participate in the development of a Safe Plan of Care,
consultation with the County #orney is required for consideration of filing a Child
In Need of Assistance petition (if court oversight is not already in place).

9 County Attorney Consultation

o The IDHHS staff in all counties have a process in place in which they consult with their
county attorneys. How each county attorney handles the concerns of a family not
cooperating with a Safe Plan of Care can vary across the state. If the lack of cooperation
becomes a safety concern, it is likely county attorneys will support the filing ofla @hi
Need of Assistance petition. It is in circumstances where the lack of cooperation does not
rise to a safety concern that there may be a variance across the state.

o As referenced with respect to the DEC workgr.
and ultimate recommendations included the change in state statute to support mandatory
reporter laws consistent with Public Law 1198, the Comprehensive Addiction and
Recovery Act of 2016 (CARA). County Attorneys were represented on this workgroup.
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The implementation of these updated policies and procedures were rolled out to IDHHS field staff and
external partners in a multitude of ways. In May of 2017, all health care providers in lowa were sent a
letter from the IDHHS Child Welfare Bureau Chieggarding the state law changes requiring them, as
mandatory reporters, to notify the IDHHS of any infant affected by any substance abuse or withdrawal
symptoms resulting from prenatal drug exposure or Fetal Alcohol Spectrum Disorder. This letter also
provided basic information regarding their role in the development and approval of a Safe Plan of Care
for any infants identified as affected as well as, information on how to access additional information
regarding CARA.

The updates were communicated to thBHHS field staff in July of 2017 through aVRinthly Service

CIDS call, which hosts all child welfare field administration and supervisory staff statewide. Field
supervisory staff are expected to share the information from these calls with the clutdqgtion

workers and social work case management staff they supervise. Field supervisory staff have advised that
one of the ways in which they communicate the information to their team is by forwarding the CIDS
materials on to their staff and follow up dhe information during their team meetings. Materials from

the CIDS call included an overview of the federal and state law changes, detail regarding practice
changes, explanation of the corresponding system changes, and a copy of the letter regardiip&@AR

was sent to all health care providers in lowa.

In addition to a CIDS call covering the rollout of the CARA updates, the Service Help Desk followed up
with an email to all IDHHS field service staff with a reminder covering the practice expegtatibhe

Child Welfare Information Systems (CWIS) Help Desk also followed up with-emaiédirectly to all

IDHHS field service staff with the specific system changes in place to assist in documenting the federal
reporting requirements for CARA.

Followingthe letter to health care providers, a number of conversations occurred between the IDHHS
and partners in the medical field who were interested in having the IDHHS provide a more formal
training for medical staff. Prior to this training, the IDHHS rededshe medical field submit any

specific questions they had. In September of 2017, an IDHHS policy representative provided a training
to health care providers to assist them in navigating the updated mandatory reporter requirements and
IDHHS proceduresd implement CARA. All of the questions submitted ahead of time were addressed
in this training. Additionally, the training was recorded and made available to all hospitals and health
care providers across lowa.

PROCESS OF MONITORING SAFE PLANS OF CARE

How Safe Plans of Care are monitored is dependent upon the circumstances of each case. IDHHS
policy requires that all monitoring efforts and activities around Safe Plans of Care be documented on the
Safe Plan of Care form.

1 In cases where there is ongj IDHHS services involved with the family, the assigned SWCM
plays a larger role in monitoring the Safe Plan of Care and for ensuring that the appropriate
services are being provided. The referrals that are made and the provision of services is
documentede i n the familyds case pl an. I n these ca:
the family and is assessing the safety, need, and effectiveness of services as long as the IDHHS
service case is open.

9 If a family is cooperative with the Safe PlaCafe and there is not an open IDHHS service
case, it is the responsibility of the identified medical/community providers to monitor the plan.
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If the provider has further concerns, they are to contact the IDHHS alhgaténe, and the
intake process woulddygin again.

SAFE PLAN OF CARE REVIEWS

Since the 2017 implementatiari CARA in lowa, the IDHHS has continued to review and refine policy
and practice where necessary to meet the needs of infants and their caregivers. A number of reviews
and follow up trainings have been conducted in an effort to continually strengtleamsthand

effectiveness of Safe Plans of Care.

October 2017- an internal case review was completed to check in on the IDHHS progress since
implementation of CARA earlier that year. The case review team included most of the members who

took part in theinitial workgroup; representation from the IDHHS centralized intake, field

operations/training, and policy/program managers for child protective services and CAPTA. Thirty case
files, which indicated an o0i nf arhetintakefafideassesandrd a't i n
documents as well as, system entries were reviewed. While it was clear in the assessment reports that

good work was being done to address concerns of substance abuse affecting children and their

caretakers, the sample of casesthvere reviewed did not meet the expected procedures.

November 20170 The October 2017 review was followed up with anotherMonthly Service CIDS

call to revisit the law, policy, and procedures and clarify any information the field staff had questions
about. Materials for this CIDS call included a power point presesttatdvering expectations from

intake through assessment and case management, a Q/A document to address some of the more
common questions, and the original resource materials that had been provided during the initial rollout.

March 20183 An informal follav up to the November 2017 review was completed and confirmed that
expected procedures for CARA were not being met. It was determined that a more thorough and
formal review would be conducted.

August 2018 Chi | dr e n 0 s-sitBCARA Review@owa conpleted an orsite review with a
regional partner to assess the development, implementation, and the monitoring of Safe Plans of
Care This review included the same IDHHS individuals who were involved with the previous

review. While a CPW, SWCM, and fielsupervisor as well as, the IDHHS Service Business Team (SBT)
were initially identified to be part of the review, it was determined their availability would more

limited. The onsite review is described below.

Five cases with Safe Plans of Care wereesged with a focus on the Safe Plans of Care and the

monitoring of those plans. The cases included a Child Abuse Assessment case, an ongoing case, and a
case in which the infant didn't leave mom's care/home, a case that was viewed as a good example, and
one that was seen as an example of a tough/challenging case.

|l owads regional partner had the opportunity to sp
reporters of suspected abuse as well as, with children and families involved with Safef Plans
Care. Each of these fronline staff participated in a a@inute, one on one phone conference with the
regional partner.IDHHS staff included:
0 An Intake Social Worker
0 An Intake Supervisor
0 A Child Protection Worker
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0 A Social Work Case Manager
0 A FieldSocial Work Supervisor.

While there was a desire for the regional partner to meet with an existing group who is currently

involved with this population (infants affected) to discuss practice successes and challenges in lowa,

t here wasnd6t an oppor t uraview yThefraview téam (ineludingtieetreigiongl d u r i
partner) however did have an opportunity to debrief with members of the IDHHS SBT. The regional

partner was also invited to participate in a follow up call with the SBT on September 11, 2018.

As a resul of the review and discussion with frofine staff, policy and practice changes were identified
to improve the developing, implementing, and monitoring of Safe Plans of Care in lowa.
0 The actual case review highlighted:
A lnconsistenci dgsanas atfd ewwheend 6arwadsi n dent i fi e
A Lack of documentation that a Safe Plan of Care was completed, and
A A gener al |l ack of supervisory oversight t
affectedod is identified.
0 The interviews with frortline stafthighlighted:
A The need for additional training,
A A desire to have a separate form for the Safe Plan of Care, and
A Mi sunderstanding about what oaffected byo
0 The changes implemented following this review included:
A Creation of a separate Safe Plan of €éeffective January 22, 2019) form rather
than documenting on the Safety Plan form.
Creation of Safe Plan of Care Instructions to provide guidance for completion of the
form (published with the form effective January 22, 2019).
Updates to the Child Welfag Information System to provide guidance as to what an
oinfant affectedd means and to require su
any infant affected (effective November 29, 2018).
A Statewide training for IDHHS staff and stakeholders (took planealy 17, 2019).

> >

>\

February 202®8A r evi ew was conducted by Il owads Child Pro
Panel (CPC/CRP) in collaboration with IDHHS staff. In preparation for the CARA Case Review, the

CPC/CRP members were provided an overviewhofv the review process would flow. In addition,

they were presented with an overview of CARA, the IDHHS child abuse intake and assessment process,

and the HHS procedures required to comply with CARA. As part of the review process the CPC/CRP
members wee divided into 5 groups and paired with an IDHHS representative to assist with the review

and to be available to answer questions. A total of 21 cases were reviewed.

A Case Review Tool was utilized for each case reviewed. The tool captured informataer the
following topics:
1 General Information
1 Intake
 Assessment
1 Safe Plans of Care
o Infant Health Needs and Services
o Family/Caregiver Health and Substance Abuse Treatment Needs and Services
0 Monitoring of the Safe Plan of Care

10
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Upon completion of the reviews, the groups came together to discuss strengths, opportunities for
improvement, identified barriers, and recommendations to improve the development and monitoring of
Safe Plans of Care in lowa. Areas of strengths that wesetitied by the group included family
engagement, the Safe Plan of Care being completed with the family, and timely service referrals. Areas
for improvement included follovup consultations with medical providers, the completion of Safe Plans
of Care, anda need to better identify who will be monitoring the services. Based on the results of the
case review, four recommendations were made. The four recommendations and the IDHHS actions
that were taken in response to them included:
1 Recommendation #1: Hining
Further training should be offered on the CARA initiative regarding when a Safe Plan of Care is
needed, the requirements of a Safe Plan of Care, who should be involved in the development of
the plan, services needed and the monitoring of the plahtha need for good documentation
throughout the process.

o0 BrMonthly Service CID8 On May 21, 2020, policy staff reviewed the CARA
requirements, state law related to CARA as well as, IDHHS policy and practice
expectations around Safe Plans of Care dyarBiMonthly Service CIDS call. The- Bi
Monthly Service CIDS calls, which include supervisors and administrators, are not
intended for training purposes as such but rather as a means to introduce new policy or
reinforce current policy. The informationdm these calls, along with the power points,
documents, and other resources provided are expected to be taken back to the field
and presented and discussed with front line staff by supervisors. With regard to Safe
Plans of Care, the IDHHS trained extevedy on this in 2010 with the initial
requirement involving illegal drugs or Fetal Alcohol Spectrum Disorder. As such, the
idea of needing to expand training to apply
initially thought to be a significant chandéowever, as reviews proved that more work
was needed in this area, the requirements were reinforced, and a form was created.

A In addition to an overview, the Safe Plan of Care form, its purpose, and how to
complete it were discussed in detail as wellths, system enhancements in
place to assist in prompting staff to complete a Safe Plan of Care when needed
and to capture data, which meets federal reporting requirements. Supportive
documents previously provided to staff were also reviewed and remaitablea
for reference.

o Field Service Traininglln Septembe020, the IDHHS training team provided an
updated training on Safe Plans of Care, touching upon all of the recommendations
identified in the case reviews. This training was recorded and isblaibr staff who
began employment with the IDHHS after September 2020. Participation was mandatory
for all current Social Worker 3/Child Protection Workers, Social Worker 2/Social
Worker Case Managers, and Supervisors of both positions. This topialkadeen
incorporated into other trainings that IDHHS staff are required to complete. Safe Plans
of Care are covered briefly in basic trainings for CPWs, SWCMs, and supervisors and in
the substance abuse fundamentals training as well as the mentalfbadiimentals
course. Additional trainings are consistently being reviewed to see where it may be
appropriate to include additional information specific to the requirement for Safe Plans
of Care. Additionally, policy, practice, and system enhancemenueage supervisors
to play a larger role in confirming that Safe Plans of Care are completed and completed
accurately.
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1 Recommendation #2: Services and Monitoring

Identified services along with timeframes for participation and how monitoring will beucbed

should be clearly stated on the Safe Plan of Care.
0 These issues are clarified on the Safe Plan of Care form, in the form instructions, and

were addressed during the May 20020,Service CIDS as well as, the September 2020

training.

I Recommend@on #3: Medical

Increased consultations with medical providers are needed to confirm whether or not the infant
is affected by substance abuse or withdrawal symptoms, or Fetal Alcohol Spectrum Disorder
and that the medical provider has reviewed the Sdd@ Bf Care when used and agrees that the

needs of the infant and family will be met through the Safe Plan of Care.
0 While the Safe Plan of Care form and instructions identify the need for this medical
consultation, time was dedicated during the MayZ20,Service CIDS and September
2020 training to express the importance of the role the medical providers play in the

success of Safe Plans of Care. Procedures to confirm with medical providers that an
infant is affected, to collaborate and to identify services, and have the medical provider

sign off that the identified services are adequate to meet the infant andcagegid s

were discussed.

 Recommendation #4: Native Americans

needs

Native American heritage should be asked and noted at intake or during the assessment process

and if the child and family are part of a tribe, the Safe Plan of Care should be developed in

conjunction with the family, the tribal Social Worker and the CPW.

o A reminder of the importance to follow the expected policy and procedures with our
tribal partners and families was also highlighted during the M&3020,Service CIDS
and September 2020 training.

CARA DATA
CY2022 CY2021 CY2020 CY2019 CY2018

Infants affected 157 185 203 247 278
identified at intake
Infants affected 76 93 100 172 544
identified during CPA
Safe Plans of Care | 66 70 66 160 543
completed
Total number infants| 75 97* 103* 175* 552*
affected
Total number infants| 62 93

affected for whom
service referrals
were made, including
services for the
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affected parent or
caregiver

Total reports 34,512 35,593 30,151 33,004 34,328
accepted for a child
protective
assessment

*Can include multiple children on one Safe Plan of Care

A total of 75 infants were identified as affected in Calendar Year (CY) 2022. This is a decrease from the
2021 total of 97, the 2020 total of 103, atige 2019total of 175. It is significantly less than the 2018
total of 552.

It is believed practicehange impacted the decrease of the total number of infants affected that occurred
between CY 2018 to CY 2019. While the intake percentages remained consistent at .8% in 2018 and
.7% in 2019, the total number of infants affected (as identified duringptise of an assessment)

lowered drastically between CY 2018 and CY 2019. In CY 2018, infants affected made up 1.6% of
reports that were accepted for assessment (552 of 34,328) and as mentioned above, that percentage in
CY 2019 was .5%.

In review of CY2020 data as it compares to CY 2019, the decrease is believed to be a direct result of
lower total number of reports in general (which are contributed to the global pandemic of Ca\ID

In CY 2019, the IDHHS completed a total of 33,004 reports that waceepted for assessment. Infants
affected made up .5% of that total (175 of 33,004). That percentage of infants affected nearly paralleled
in CY 2020. In CY 2020, thi®HHS completed a total of 30,151 reports that were accepted for
assessment and intaraffected made up .3% of that total (103 of 30,151).

Comparing CY 2021 data to CY 2020, the total number infants affected decreased very slightly (by 7),
but because the total reports increased by 5,442, the percentage of infants affected remainati¢he s
at .3% (97 of 35,593).

The total number of infants affected continued to drop in CY 2022. With a slight decrease in the total
number of reports that were accepted for assessment, infants affected dropped slightly as well, making
up .2% (75 of 34,512)

Intake training and practice on when to identify an infant as affected has remained fairly consistent with

much less turn around with intake staff than the field workers. Upon a deeper dive into the data, it was
identified that field staff were routitgidentifying an infant as affected very liberally when the allegations
included drugs, particularly Pr eseowevertefewdsl | egal s
an administrative decision made during CY 2019 that testing positive for tasabsalone would not be
considered oaffected by substance abused unl ess a
affected. So while a PIDS case is founded due to
child may not have had wmffects identified by a medical professional.

Following the decisionidld staff were provided clarification that PIDS in and of itself did not

automatically identify an infant as affected. There had to be information that the infant was affected by

the substance, such as having withdrawal symptoms, and that ultimately it was a determination to be

made by a medi cal professional and not field staf
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additional assessments) that existed from Febraf/7 through September of 2018 would also reflect
why the numbers were higher in 2018.

In addition to the total number of infants affected, the IDHHS is continuously evaluating Safe Plans of
Care. While multiple children can be identified on one Safe Plan of Care, ongoing reviews are
continuing in order to affirm that Safe Plans of Care laging completed when an infant is identified as
affected. Additionally, reviews are also assisting to confirm that the Safe Plans of Care are being
completed thoroughly and adequately to address the needs, services, and monitoring of the infant and
their caregiver(s).Data from the reviews are being used to determine whether we've seen progress in
practice and to inform what information needs to be reiterated in trainings. With regard to individual
follow up with staff, supervisors were asked to plag@er role in the oversight of confirming Safe Plans
of Care are being completed thoroughly and accurately. Each supervisor is able to drill the data down
to each of their workers and are also expected to review the specific Safe Plans of Care creatgdadu
Child Protective Assessment (CPA) prior to signing off on approval of the CPA.

MULTIDISCIPLINARY OUTREACH, CONSULTATIO& COORDINATION
House File 543 was passed in the lowa Legislature to implement the federal requirements under CARA.

Below is dist of internal efforts and activities tHBHHS initiated following the enactment of House File
543.

1 A CAPTACARA Workgroup was established to identify the policies, procedures and system
changes that would be needed to implement CARA.

1 On March 16, 2017, CARA and the related changes in policies, procedures and system changes
were presented and discussed a BiMonthly Service CIDs call witbHHS field supervisors.

1 Added supports including communication documents and instructional releases were provided

to the IDHHS staff from the Central Office Policy Division and the Service Help Desk.

System chages were implemented within the JARVIS (IDHHS Child Welfare Data System).

The Il owa Administrative Code (I AC) or ORul eo,

forms were updated to reflect the new law changes.

1 Policy Program Managers composed and ilisted a Letter of Notification and a Guidance
Document for external stakeholders and partners regarding the passage and implementation of
CARA.

1 Reviews were regularly conducted to assess the compliance and success in identifying and
providing the apprpriate services to infants and their caregivers affected by substance abuse, or
withdrawal symptoms resulting from prenatal drug exposure, or Fetal Alcohol Spectrum
Disorder.

=a =4

In addition to the internal preparations, the IDHHS reached out to groupsagehcies across lowa to
ensure that they are aware of the passage of the federal requirements regarding CARA and of the 2017
law change in lowa that implements CARA. External efforts in this regard included:

1 Information regarding the passage of CARA aow that impacts Mandatory Reporters was
posted on the IDHHS Website.

1 The CARA Letter of Notification and the Guidance document was shared with the legacy
agency of lowa Department of Public Health (IDPH) and was posted on the IDPH Mandatory
Reporter Training web page.

1 A presentation, accompanied by the Guidance documeas offered to the Child Protection
Council/Statewide Citizen Review Panel (CPC/CRP). This group consists of members who
represent a number of different disciplines such as medical, child advocacy and prevention, law
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enforcement, the University of lowajjv eni | e justi ce, and | owads Chi
of these professionals was asked to share this information within their areas of practice.
I The Cara Letter of Notification and Guidance document were sent to the Juvenile Justice
Division to be shagd statewide with Juvenile Justice personal and Juvenile Judges.
1 The CARA Letter of Notification was distributed through the lowa Medicaid Enterprise (IME)
Division to all health providers of Medicaid in lowa.
1 The reviews regularly conducted by the IBIS included a multliscipline of professionals to
help assess the compliance and success in identifying and providing the appropriate services to
infants and their caregivers affected by substance abuse, or withdrawal symptoms resulting from
prenatal drugexposure, or Fetal Alcohol Spectrum Disorder.

CARA & EARLY ACCESS (IDEA PART C)

Early Intervention Services or Early ACCESS (EA) as the IDEA Part C program is referred to indowa
collaborativepartnership betweenwo State agencie$DHHSand thdowa Department of Education
(IDOE), and the Child Health Specialty Clinics (CHSThese agencies amtinics promote, support,

and administer Early Access services. The ID€3&e lead agency responsible for administering the
program.

Early ACCESS services are available to any child in lowa from birth to three who:
a) Are the subject of a substantiated case of child abuse or neglect.
b) Are identified as being affected by substance abuse or withdrawal symptoms resulting from
prenataldrug exposure, or
c) Have been identified as developmentally delayed.

Infants that fall under the Comprehensive Addiction and Recovery Act (CARA) are eligible for a referral
to Early ACCESS. This includes infants born with and identified as beingafigciny substance, not

just illegal substances. Children who meet the criteria under the CARA Act are included in the
automatic referral process to Early ACCESS. Early ACCESS services are discussed in more detail later
in this report.

IDENTIFIED CHALLENGES AND LESSONS LEARNED

Since the 2017 implementation of CARA, the IDHHS has continued to review practice and refine policy
where needed to meet the needs of infants born and identified as being affected by substance abuse or
withdrawal symptoms redting from prenatal drug exposure, or a Fetal Alcohol Spectrum Disorder.
Observations and lessons learned during the first years of CARA included:

1 The availability of services for infants born and identified as being affected by substance abuse or
withdrawal symptoms resulting from prenatal drug exposure, or a Fetal Alcohol Spectrum
Disorder and their mothers with substance use disorders, is moréédithnin the rural parts of
lowa as compared to the urban areas in the state.

1 Inlowa, services such as Early ACCESS, Home Visiting, and the lowa Family Support program,
which are all targeted for this population of children, are voluntary services.udés € is
di fficult to monitor a parentods participation
of the nonagency voluntary services to which many families are referred.

1 There is a need for additional data collection and sharing acrossmsgdbor this population

group.
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1 Based on the case reviews, compounded by field staff turnover (particularly with Social Work
Case Managers), there is a need for ongoing training to assure the proper use and monitoring of
Safe Plans of Care.

1 There isa need for continued collaboration and sharing across systems (Medical, Mental Health,
IDHHS, etc.) regarding internal protocols and approaches in identifying these infants and
providing the needed services.

1 Confidentiality across systems can be an isguenes (particularly outside of the course of a
child abuse protective assessment) and can affect the degree of collaboration between systems.

FUTURE STEPS TO SUPPORTING SAFE PLANS OF CARE

Efforts will continue to support IDHHS field staff in megtithe CARA requirements. Service Areas are
encouraged to continue to make Safe Plans of Care a standing agenda item during monthly meetings

between Social Work Administrators (SWAs) and field supervisors and to identify any system barriers
thatareimpacihg t he fieldds efforts in identifging these
addition to these steps, supervisors are being encouraged to play a bigger role in confirming that Safe

Plans of Care are being completed and are completed accurddelta on CARA cases and Safe Plans of

Care is also available for review by Serviceasrand supervisorsWith regard to assessing progress,

local Service Areas are responsible for oversight on atdagay basis. Continued periodic reviews will

inform us whether or not supervisory and local administrative oversight is happening.

The DHHS is also committed to continuing targeted case reviews related to CARA. Findings from the
February 2020 CARA Case Review were used to identify areas needing further analysis. Based on the
results these areas included:

Infants affected are being iddi®d atintake.

Infants affected are being correctly identified during the course oafisessment.

All allegations are being addressed éatored.

Safe Plans of Care include all of the requieéements.

Identified services arappropriate.

County Attorneys are consulted when a family is not cooperative \aijheement.

Safe Plans of Care include how the plan will be monitored

The person/agency responsible for monitoring the Safe Plan of Catenisfied.

Duration time for monitoring eaclservice isappropriate.

=4 =4 =8 -8 -8 -84 -89

In 2022, the IDHHS and Unity Point hospital in Des Moines, lowangaged in conversation to discuss
opportunities to improve our Stateds response to
collaborated well at implementaticend a need to circle back to our process was determined to be

necessary. The IDHHS recognizes the work needed internally to improve our follow up related to

infants affected and we wanted to hear from our medical partners about how they feel they age doin

and how we could better coll aborate. The goal sh
response to infants affected by working better together to assure we (the Child Welfare System as a

whole) are identifying infants and providing the magpropriate services to them and their caretakers.

For next steps, Unity Point wanted to regroup internally to discuss their role in identifying infants
affected. The overarching plan is to reach out across the statewide healthcare systems, through the
lowa Hospital Association or another means to see if lowa health practitioners could come to more of a
consensus on policies around "affected”. We are waiting to hear back from Unity Point about their
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internal discussions and how they hope to proceed, just with other healthcare practitioners, but also
in how they can better collaborate with the IDHHS to identify infants affected and create effective Safe
Plans of Care.

In the meantime, the IDHHS has had more conversations internally and externaliytaiw the

research presented by Dr. Ira Chasnoffn be usedo inform practice, both internally andith external
partners. While it is known thatprenatal alcohol and drug use effeatgrowing childit is not always
recoghizdhow | ittle it takes to have a grave i mpact

When it comes to behavioral issues with a child, children who were prenatally exposed to substances
are often written off with ADHD or ODD diagnoses. Treatment for diagnoses sucARBID and

ODD looks much different and is therefore ineffective for prenatally exposed children. Dr. Chasnoff
created a toolkit for parents to use and for professionals to use with parents as well. IDHHS staff were
provided with this toolkit in the sprig of 2022. The tool kit includes videos, articles, briefs, and
references to answer some of the most common questions and concerns regarding children who are
affected by exposure to alcohol or drugs during pregnancy. The goal of the toolkit is to Igade

the label and the behaviors of a child and focus on a path for intervention and treatment that addresses
the basis of that behavior.

TECHNICAL ASSISTANCE

As was noted above, recommendations were made regarding the February 2020 CARA Case Review.
In response to the recommendations, the IDHHS used the statewidddsithly Service CIDS in May

2020 to reinforce current policy around CARA cases. Documents, power point and resources were
provided on the topic. The information presented was then takeck and shared with the field. In
addition to the BiMonthly CIDS, the IDHHS approved the development of a statewide training specific
to Safe Plans of Care. The Safe Plan of Care training webinar, was offered in September 2020. The
training was recordd and remains available for all staff. The objective of the course is to ensure that
learners understand what a Safe Plan of Care is, the need for a Safe Plan of Care, and when it is required
in the course of their work. Included within the course contés a discussion about fostering
partnerships with the family and professionals to ensure a comprehensive plan is developed and
implemented. The course also provides instructions on how to complete the Safe Plan of Care form.

As a follow up to thisthe IDHHS conducted a review of its current trainings and identified areas where
the topic of Safe Plans of Care should be included. Safe Plans of Care are now being covered briefly in
basic trainings for CPWs, SWCMs, and supervisors and in the substhose fundamentals training.

To date, the training team has confirmed that CASAfe Plans of Care are currently covered in
Substance Abuse Fundamentals, CP200 Foundations for Child Protection Workers, and Medical
Fundamentals. The Substance Abuse Ingeliate coursethe Mental Health Fundamentals course, and

the Intermediate course include this topic as well.

As a result of turnover seen, not only in CPW and SWCM positions, but also with supervisory
positions, the IDHHS has identified a need to rewvihis topic for staff. While new staff are still

required to complete the Safe Plan of Care training that was recorded in September 2020, a Lunch and
Learn wasffered onMay 272022,to review CARA and Safe Plan of Care for all staff. This training
served as a refresher on the role and responsibilities IDHHS staff have to infants affected and their
families and it provides an opportunity to ask any questions they have as well.
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Another case review would be beneficial to evaluate the impact that the training efforts have had on
practice. Depending upon the results of a future case review, IDHHS may determine there is a need for
technical assistance to address issues and reviewpdtiay and practice changes are needed to

improve the development and monitoring of Safe Plans of Care in lowa.
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PROGRAM AREAS SELECTED FOR
IMPROMEMENT

SECTION 106(b)(1)(C)(if CAPTA

IDHHS has identified specific program areas forimprovg | owads chil d protecti on
fourteen program areas set forth in sectidi®©6(a) of CAPTA, IDHH®&as targeted seven. The seven
CAPTA program areas that lowa will focus on in SBYrlude:

1 The intake, assessment, screening, iardstigation of reports of child abuse or neglect.

1 Enhancing the general child protective system by develdpipgoving.and implementing risk
and safety assessment tools and protocols, including the use of differential response.

1 Creating and improwig the use of multidisciplinary teams and interagency,-ageacy,
interstate, and intrastate protocols to enhance investigations and improving legal preparation
and representation including:

o0 Procedures for appealing and responding to appeaisitadtantiated reports of child
abuse or neglect; and

o Provisions for the appointment of an individual appointed to represent a child in judicial
proceedings.

91 Developing and delivering information to improve public education relating to the role and
respondbilities of the child protection system and the nature and basis for reporting suspected
incidents of child abuse and neglect including the use of differential response.

1 Improving the skills, qualifications, and availability of individuals providirgeseaovchildren and
families, and the supervisors of such individuals, through the child protection system, including
improvements in the recruitment and retention of caseworkers.

1 Developing and enhancing the capacity of commib@ged programs to integte shared
leadership strategies between parents and professionals to prevent and treat child abuse and
neglect at the neighborhood level.

1 Supporting and enhancing interagency collaboration among public health agencies, agencies in
the child protective serice system, and agencies carrying out private commubaisgd
programs

0 To provide child abuse and neglect prevention and treatment services (including linkages
with education systems), and the use of differential response; and

0 To address the health nés, including mental health needs, of children identified as
victims of child abuse or neglect, including supporting prompt, comprehensive health
and developmental evaluations for children who are the subject of substantiated child
maltreatmentreports.
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ANNUAL SUMMARYOF ACTIVITIES, TRAINING
AND SERVICES

SECTION 108(epf CAPTA

The following sectionsnder the Annual Summagre organized by the CAPTA Program Areas that

have been selected by IDHHS for improvement. The sections include updatesemt activities,

training and services s up,ritheral@endorin comlnatgpmwith adhera 6 s CA
state or federal fundsvithin the seven program areas.

INTAKE, ASSESSMENT, SCREENING AND INVESTIGATION OF
CHILD ABUSE OR NEGLECT

IDHHS POSITIONS

The support of intake, assessment, screening, and investigation of reports of child abuse or neglect
continues to be a program areéa whichthe IDHHS utilizes CAPTA state grant funds. Grant funds are
used to support a policy position wiihh the Division of Family WeBeing & Protectioranda position
within the IDHHS Intake Unit.

The policy position within the Division of Family W8lking & Protection isitled Child Protection
Program Manager. The | DHHS Chil d Protection Prog
Officer (SLO). The Child Protection Program Manager plays an important role in developing and
implementing policy as it relates todhntake and assessment of reports of suspected child abuse. The
duties under this position includé&e following

1 Management of policy and the employee manual as it relates to intake and assessment of child

abuse and technical assistance for the Seiiglp Desk andDHHS field staff as needed.

1 Participation in the implementation of state and federal legislative mandates impacting the child

protection program.

1 Preparation of services requests, review of business requirements and the testing of the child
welfare information system affected by changes to the law or system improvements as needed.
Assistance with the development and delivery of training@aiHS field staff.

Presentations on Bylonthly Service CIDS calls as it relates to child protectiorigyol

Assisting with information for federal reports and performance measures for the child

protection program.

1 Legislative work including recommending and developing amendments to lowa Code and

preparing bill reviews and fiscal notes regarding how propdsgidlation may impact the child

protection program, the agencgnd constituents

Exceptions tdDHHS Policy, providing preliminary decisiarsapprovingexceptiors to policy.

Requests for Information (RFIs), providiliHHS policy to the requestorrad as needed,

preparing reports and public information materials DHHS personnel, legislators, other state

agencies, and the community.

1 Providing oversight to the maintenance of the Child Abuse Registry including reviewing requests
foraccesstotheChi | d Abuse Registry via lowads Single

= =4 =

=a =4
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1 Providing content expertise in the development and maintenance of the Child Abuse Mandatory
Reporter Training.

1 RepresentingthtbHHS on | owads Chil d Deat h C&enerci@w Team,
Sexual Exploitation of Children MDT, the Network Against Human Trafficking, and other
various interagency workgroups and public meetings with external partners.

9 Providing case consultation to the Department of Inspection and Appeals as theteatit
responds to abuse in state operated facilities.

A Clerk Specialisposition within theIDHHS Intake Unit is also funded under the St@@&PTAgrant.

Duties under the Clerk Specialist position include:

1 Processing child abuse background checka fwide range of entities while adhering @HHS
legal requirements.

1 Receiving and processing various requests for the release of child abuse information based on
the requester's legal access to the highly confidential information contained in the child
registry.

1 Performing background checks that require the proficient use of multiple data systems and
accurate interpretation of the data from those systems.

1 Explaining and answering questions from various employers and their potential employees
regading the Record Check Evaluation process.

1 Explaining to callers the process for obtaining copies of their abuse assessment and referring
individuals to the appeals section if the person requests a change to their child abuse
finding/registry status.

Asssting Record Check Evaluation staff in obtaining assessments.

Serving as the Child Abuse Registry contact person for the Single Contact Repository (SING)

website. Verifying the accuracy of SING responses and responding to inquiries from employers,

school districts, various agencies and the Department of Administrative Services (DAS) to verify
appropriate abuse registry access through a new or establisigg &tcount.

Facilitating the release of founded/unfounded child abuse reports as outlined by lowa Code.

Releasing on behalf of the Administration, portions of archived files to federal and state entities

and individuals that have legal access to timsitiee, critical information regarding persons

who have been incarcerated in juvenile facilities.

1 Advising callers on the process of obtaining their own sealed records from lowa Juvenile Home
and or Eldora Training School records.

1 Preparing draft respoes at the request of the Service Area Manager and providing pertinent
information regarding the Child Abuse Registry related to formal Requests for Information
(RFI 6s) .

1 Acting as an informational resource on dissemination and general operation of ib&riesgfor
IDHHS field workers and support staff.

=A =4
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INTAKE AND ASSESSMENTS OF CHILD ABUSE REPORTS

When IDHHS receives a report of suspected child abuse and the allegation meets the three criteria for
abuse in lowa (the victim is under the age of 18 yeées allegation involves a caretaker for most abuse
types, and the allegation meets the lowa Code definition for child abil¥dHS accepts the report of
suspected abuse for a Child Protective Assessment. On January 1, 2014, lowa implemented a
Differentid Response (DR) System. Under the DR System, wbéfHS intake staff accepts a report of
suspected abuse, the staff assigns the report to one of two pathways for assessment, a Family
Assessment or a Child Abuse Assessment.
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IDHHS staff assigns accepteghoets of suspected abuse to a Family Assessment when only Denial of
Critical Care is alleged with no imminent danger, death, or injury to a child and other criteria as outlined
in 441 lova Administrative Code (IAC) 175.24(2)(is)also met. Cases eligible for a Family Assessment
are less serious allegations of abuse. During the course of a Family assessment, the HHS child
protection worker (CPW):

1 Visits the home and speaks with individual family members to gather an understanding of the
concerns reported, what the family is experiencing, and engages collateral contacts in order to
get a holistic view;

Evaluates safety and risk for the child(ren);

Engages the family to assess family strengths and needs through a full family functioning
assessment; and

9 Connects the family to any needed voluntary services.

1
T

CPWs must complete Family Assessment reports by the end of 10 business days, with no finding of
abuse, no consideration for placement on the Central Abuse Registry, and no recommendation for
court intervention made. Successful closure of a Family Assessment indicates the children are safe
without further need for intervention. CPWs make recommenitais for services available in the
community for families with low risk; they offer families at moderate and-héfnonagency voluntary
(state purchased) services. To align WiEHHHS efforts to implement the Family First Prevention
Services Act, thesnonagency voluntary services are encouraged to use the Solution Based Casework
approach and are required to complete service plans for each case.

If at any time during the Family Assessment the CPW receives information that makes the family
ineil gi bl e for a Family Assess me IDHHS staffireabsigssithe easeo f a
to the Child Abuse Assessment pathway. The same CPW continues to work the case.

The Child Abuse Assessment ieport$asuspécted childabdse.t i onal
The CPW utilizes the same family functioning, safety and risk assessments as under the Family
Assessment pathway. However, by the end of 20 business days, the CPW must make a finding of
whether abuse occurred, considerelt her a perpetratord®s name meet s
Central Abuse Registry, and determine whether court intervention will be requested. Findings include:

1 0 F o u meéamgltidat a preponderance (more than half) of credible evidence supportsitet ¢
abuse occurred and the circumstances meet the criteria for placement on the lowa Central
Abuse Registry.

1 0 Co nf meansdéhdt@ preponderance (more than half) of credible evidence supports that
child abuse occurred but the circumstances did not meet the criteria for placement on the lowa
Central Abuse Registry because the incident was minor, isolated, and unlikelycimur. (Only
the abuse types of physical abuse and denial of critical care, lack of supervision or lack of
clothing, can be confirmed).

T O0Not Comehns thereewddnot a preponderance (more than half) of credible evidence to
support that child abse occurred.

If a report of suspected child abuse does not meet the criteria to be accepted for assessment, HHS

intake staff reject the reportIDHHS intake staff must screen a rejected report to determine if the
report meets the criteria for the child to be adjudiet a Child In Need of Assistance (CINA) in
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accordance with lowa Code 8§232.96/OHHS uses CINA Assessments to determine if juvenile court
intervention should be recommended for a child an
ordertosupportt he f amil i esd efforts to provide a safe an

IDHHSCHILD PROTECTIVE ASSESSMENT BAT

Most child protective assessments are Not Confirmed, as indicated in the data below and as aligned with
National data. Wherabuse is Founded, a separate group of HHS case managers supervise ongoing
services for children and their families throudHHS Case Management Services.

The following chart lists the total number ddHHS Child Protective Assessments for the calendar
years (CY) 201@ 2022. For each year, the number of Family Assessments, Assessments Not
Confirmed, and those Confirmed and Founded Assessments are also provided.

In reviewing the chart, it is noted that the percentage of Family Assessments has ddzias

Differential Response (DR) was implemented. It is believed this is due to the change in the law. Upon
implementation of DR in 2014, onenial of Critical CarePCC) allegations were eligible for a Family
Assessment. Most DCC allegations inwog substance abuse were eligible for a Family Assessment
unless the allegations included the use of meth and a victim under the age of 5 years. In 2017, the
manufacturing of meth category was modified to include the use, possession, manufacturépaultiva

and distribution of any dangerous substance, including meth, amphetamines, chemical combinations that
pose a risk of fire, explosion, or other danger, cocaine, heroin, and opium/opiates. Because most
substances now fall under the Dangerous Substaategory of abuse (and not DCC only), they are no
longer eligible for a Family Assessment, thus, leading to a decrease in the percent of Family Assessments
that has held steady since 2017.

Table 2(n): IDHHS Child Protective Assessments (CY 2010-2022)

Calendar Total Family Assessments Not Assessments
Year Assessed Assessments Confirmed Confirmed &
(CY) Reports (Percentage) (Percentage) Founded

o (Percentage)
2022 34,512 6,302 (18%) 19,693 (57%) 8,517 (25%)
2021 35,593 *kk* 6,727(19%) 20,323 (57%) 8,543 (24%)
2020 30,151 **** 6,450 (21%) 15,766 (52%) 7,935 (27%)
2019 33,004 6,543 (20%) 17,947 (54%) 8,514 (26%)
2018 35,029*** 6,958 (20%) 19,328 (55%) 8,743 (25%)
2017 33,418*** 7,136 (21%) 17,724 (53%) 8,558 (26%)
2016 25,707 7,457 (29.0%) 11,766 (45.8%) 6,484 (25.2%)
2015 24,298 7,469 (30.7%) 10,787 (44.4%) 6,042 (24.9%)
2014 23,562** 7,769 (33.0%) 10,259 (43.5%) 5,534 (23.5%)
2013 26,129 NA 17,218 (65.9%) 8,911 (34.1%)
2012 28,918 NA 19,302 (66.7%) 9,616 (33.3%)
2011 30,747* NA 21,035 (68.4%) 9,712 (31.6%)
2010 26,413 NA 17,432 (66.0%) 8,981 (34.0%)

Source: SACWIS

*The number of total assessed reports increased 16% in CY2011 due to a policy clarification regarding

confidentiality and the need to split out assessment reports.

**Family Assessments began in CY 2014 with the implementation of a Differenti@iRQeSpsiase. (
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**The number of total assessed reports increased 11% in CY2017 and increased slightly again in CY2018 due
to factors that included a practice change resulting in new allegations being addressed in a separate report as
well as, additional refgaresulting from a number of pigtiile cases. This practice change was in place from
February 2017 through September 2018. A process to link intakes was implemented in September 2018 to
allow new allegations to be addressed in a report that Wa®pkedor assessment.

****The decrease in total assessed reports in 2020 is believed to be a result of the global pandemic from
COVIEL9. As children were not being seen as regularly when schools closesbambémergency

medical and mentaldhidtn appointments ceased for many months, fewer children were being seen by mandatory
reporters which resulted in less reports of suspected abuse.

*xxkk - As schools and professional office visits respengoninit was not a surprise to see the uothlen of
assessed reports in 2021 increase by 5,442 assessments when compared to 2020. Assessment totals for 202
realigned with where totals wergoanelemic and remained consistent in 2022 as well.

CENTRAIZED SERVICE INTAKE UNIT (CSIU)

Prior to the establishment of a statewide intake call center child abuse referral calls were being
accepted withinDHHS Service Areas. Once a call was received, the information was then
forwarded to the appropriate county or Intake Division within the Service Area. A major concern
under this system was whether the callere beingaccepted or rejected appropriately across Service
Areasand if the accepted cases were being brwarded for assessment within the required timeframes
estaldished by state policy. Other issues included the potential for different questions being asked of
callers and the amount of documentation.

In2010DHHS est ablished a statewide intake call cent
regard to intake practice and proderes. TheCentrdized Service Intake Unit (CSIU, locatedin

Des Moines, lowa acceptemils Monday thru Friday from 8:00am-4:30pm. At the intake call center

CSIU personnel answer calls and determine if the information provided meets thal&fgation of

child abuse in lowa. Once a referral is accepted, Intake personnel gather as much background data as
possible to determine the appropriate assessment pathway (Family Assessment or a Child Abuse
Assessment) and assign a corresponding resptimseto observe the child victim(s) and address

safety. The case information is then routed to designated Service Area staff for case assignment. All
rejected calls are reviewed by a Supervisor to confirm they were adequately assessed and rejected.
Rejeced intakes are also screened to determine if a CINA Assessment should be opened and rejects
are also forwarded as appropriate.

With regard to the call center]DHHS collects data orthe total number of rejected and accepted

intakes, the number of totdantakes broken down bgervice Area, by county and their percentages
statewide, the number of total intakes broken down by assessment path (child abuse assessment, family
assessment, or CINA assessmeatd thetotal number of intake by state fiscal year and month. This

data is available amdashboard otthe IDHHSwebsite: https://hhs.iowa.gov/dashboard_childwelfare

IDHHS uses the data to inform whether it remains in the same raagdyear and ithere are

substantial changee data is evaluated further to assess the causevarat if anything needs to be

doneto address the change.

Issues regarding thafter-hours intake practices and procedures remainediespite the move to a
statewide intake call centerAfter-hours cdls were still beingrouted to a dhotline @rswered by the
lowa State Trainingdool in Eldora, lowa. Upon receiving a calie bperators at the school would
take down the reporter& contact information and then contact the on-cal CPW (Child Protection
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Worker) for the identified Service Area. The CPW was then required tadl back he reporter and
document theintake information. If a caller wished to remain anonymous, the operators at the school
were required to document the informatiogivenand provide it to the oncall CPW. Concerns with

the afterhours system includethe consistency of the questions being asked of the repprthe
documentation of the information being gathered, and the need to relay the information in a
timely manner to the orcall person. In situations in which the reporter asked to remain
anonymousthe CPW was dependent upon the information that the apsor was able to

gather.

24/7 STATEWIDE INTAKE CALL CENTER

Over the years various studies and different groups recommended that the 68lthadea 24/7 call
center. In response|DHHS conducted amternal review of the aftehours intake processes. At the
conclusion of the review options were discussed and a proposal for a 24/7 call center was developed.
Implementation of the 24/7 call center was realized on January 4, 2021.

Currently,allr eports of suspected child abuse are funnel e
24 hours a day, 7 days a week, and 365 days a year. Equipment and technical enhancements were

made,and additional staff were hired to support a 24/7 CSIU. To opefal/7, 15 additional intake

workers, 2 additional mentors/trainers, and 4 additional supervisors were hired to cover the multiple

shifts. The charts below indicate the number of staff, the job classifications, and the days and hours of

the different sHis.

Staffed Positions Total Before 24/7 Intake Total With 24/7 Intake
SW3 Intake Workers 23 38
SW4 Mentor/Trainers 2 4
Social Work Supervisors 4 8
Clerical 1 1
Social Work Administrator 1 1
Social Worker Administrator
| 1] Monday® Friday|  8:00 AM3 4:30 PM |
Clerical
| 1] Mondayd Friday|  8:00 AM3 4:30 PM |

Social Worker Supervisor
2 Mondayd Friday 8:00 AMD 4:30 PM
Mondayd Thursday| 7:00 AM-5:00 PM
Tuesdayd Friday 8:00 AMd 6:00 PM
Mondayd Friday 2:00 PM0 10:30 PM
Mondayd Thursday 10:00 PMD 8:00 AM
Saturdayd Monday 10:00 AM& 10:00 PM
Fridayd Sunday, 10:00 PMVD 10:00 AM

RlrlRr|R[~]~

Social Worker 4

1 Mondayd Thursday 7:00 AMd 5:00 PM
1 Tuesdayd Friday 7:00 AMd 5:00 PM
1 Saturdayd Monday 9:30 AMd 10:00 PM
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| 1] Fridayd Sunday  9:30 AM& 10:00 PM
Social Worker 3
10 Mondayd Friday 8:00 AMd 4:30 PM
6 Mondayd Friday 8:30 AMd 5:00 PM
3 Mondayd Thursday 7:30 AMd 6:00 PM
3 Tuesdayd Friday 7:30 AMd 6:00 PM
3 Monday, Tuesday 7:30 AMd 6:00 PM
Thursday, Frida
4 Mondayd Friday 2:00 PMD 10:30 PM
2 Mondayd Thursday, 10:00 PMD 8:30 AM
2 Fridayd Sunday 10:00 AMd 10:30 PM
2 Saturdayd Monday 10:00 AMd 10:30 PM
2 Fridayd Sunday 10:00 PMD 10:30 AM

With the CSIUnow operating 24/7agreater level of efficiency, standardization, and more consistent
decisioamaking on reports of suspecteabuses happeningLocalstaff in the fielchaveimproved
responsetimes and have additional time to focus on the assessment requirements nowhthattake
functions have been shifted solely to CSICAPTA funding was used for the additional equipment and
technical enhancements that were needed to implement the 24/7 operation of the CSIU.

EVALUATION

The 24/7 CSIU began operations on January 4, 2020ctober 2021,IDHHS collaborated with the

Child Protection CouncllState Citizen Review Panel to evaluate the performance expectations,
training, and staffing of the 24/7 CSIUhe Case Review datadtilighted the strengths that were found

that included: staff engaging reporters in a supportive and encouraging way, routinely asking clarifying
guestions during the calls, summarizing the concerns back to the reporter, exploring collateral contacts
as neded, and maintaining confidentiality at all times. Overall, the group was impressed with the level
of data collected and how it is used to monitor performance. CSIU answers calls timely, manages the
calls efficiently, and has an effective quality asseramd training process in place.

The opportunities for improvement that were identified included workers asking leading questions of
the reporter and, at times, the need for more descriptive questions to inclubatwhere/when in
exploring the allegatits. While these opportunities for improvement may help to identify specific
areas to explore further, it is also important to note that these concerns were limited to a very small
number of cases in this review.

The review also included a comparisbore t ween | owads CSI U with that of
centralized abuse intake units. As part of the review, Kansas, Kentucky, Missouri, and Nebraska

provided data around the operation of their centralized abuse intake unit. In reviewing ané&gogp

this data, the group determined that | owads staff

expectations are aligned with or exceed that of other reporting states.
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ENHANCING THE GENERAL CHILECPROTECTIVE
SYSTEM BY DEVELOPING, IMPROVING AND
IMPLEMENTING RISK AND SAFETY ASSESSMENT
TOOLS AND PROTOCOLS, INCLUDING THE USE OF
DIFFERENTIAL RESPONSE

SAFETY ASSESSMENT TOOL

An identified need within child protective services was to ensure that staff were utilizing the safety
assessment tool as the tbto support consistent decision abosafety. In response to the need, the
IDHHS requested a review of the existing Safety Assessment Tool and the corresponding Safety Plan,
through a Lean Kaizen event, to determine how the tool and plan could be enhanced and/or if needed,
be replaced altogether.

To begin the review, a small group IRFHHS Supervisors and Policy Program Managers were charge

with researching Safety Assessments, Safety Plans, and corresponding user guidance which is being used
in other States. While this was happening, a latpétHSWorkgroup, comprised ofDHHS staff from

the field, service help desk, training, and policy was pulled together to identifetted enhancements

and/ or replacements for | owads Safety Assessment
was to darify the continuum from safety to risk to danger and identify any IT system changes that would

be required.

Following are the tasks that were completed by the workgroup:

1 Research was completed on Safety Assessments, Safety Plar@ragponding user guidance
utilized in other states.

1 Manual guidance was revised regarding the completion of the current Safety Assessment and
Safety Plan.

9 Staff training materials on the use of the current Safety Assessment and Safety Plan were
reviewed.

1 Recommendations were made regarding changes/replacement for the Safety Assessment tool
that provided for a scored, validated finding.

9 Findings from the Safety Assessment were utilized to directly inform the Safety Plan and Case
Permanency Plan.

1 Consideraions were made on how the Safety Assessment and Safety Plan information could
better inform referrals and recommendation for practice changes and enhancements.

1 Afinalize draft format was completed of the recommended Safety Assessment and Safety Plan
with corresponding description of how each field should be scored/answered to include
guidance/definitions that will be added to JARMMSIHS Child Welfare Data Systera)s O hov er
over 6 assistance for the end useberequirédibys i ncl ud
the system to be completed and any other recommended validations.

1 The Information was identified from the Safety Assessment that should be made available to
opull througho JARVI S to inform and that may b

T Thenf or mati on was identified that should be mad
and that could be edited in the Case Permanency Plan.

1 Recommendations were made for training structure and training content folDkEHS staff
related to the chages.
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A final summary of recommendations based on the tasks oDRHS workgroup were presented to

the IDHHS Administration Team. The research results on what other States were utilizing with regard

to Safety Assessments, Safety Plans, and corresponding user guidance was also submitted to the team.
Ultimately, this workgroup determined the Structured Decisigiaking (SDM) tools had proven to be

the most successful evidencbdsed tools availabldDHHS was particularly interested in an SDM

Safety Assessment that belonged to Evident Change, formerly the National Council on Crime &
Delinquency (NCCD) andthe Ghl dr ends Research Center, which is ¢
research to improve our social systems.

In line with the recommendations that resulted from the research and review conducted HipHhdS

workgroup, theIDHHS Administration Team madée decision to contract with the NCCD to conduct

research and provide technical assistance and direct suppoBHiS in the development of an SDM

safety assessment tool and a safety planning practice guide specific to lowa. The contract began in

Februay 2020.Fundi ng for this project includes CAPTA, Ct
Family Program dollars. In December 2020, NCCD changed their name to Evident Change.

DEVELOPMENT & DESIGN ACTIVITIES

Activities began with project piaing meetings and a reviewI8HHS policy. A Wekbased survey and

phone interviews with thédDHHS workgroup and external partners, including providers and
representatives of | owads judicial systemge was al
via virtual call four times between September 2020 through July of 2021529, 0925-20, 0202-21,

and 0713-21). During these meetings the SDM Safety Assessment and guidance documents were

drafted and finalized in accordance with the standardsitantain the research and evidendeased
decisionsupport system of SDM.

In addition to these events, Evident Change presented attatace SDM Core Concepts Training for
internalIDHHS trainers to support their understanding and delivery of SDM core concepts prior to the
release of the new SDM Safety Assessment. This tgaadso included content on critical concepts

related to the completion of the safety assessment including danger versus risk, household composition,
action and impact, and connections to child abuse investigation practices.

Evident Change also completdtk initial SDM Safety Assessment Analysis based on the data extract
that IDHHS has provided to them. Evident Change will conduct another SDM Safety Assessment
Analysis after the implementation of the new SDM Safety Assessment. The purpose of thef8M Sa
Assessment Analysis is to compare and determine how well the new safety assessment is functioning
and whether it is having the desired effects. Some of the items that are tracked include:

1 SDM safety assessment completion rates

1 Frequency of which sdfeassessment items aselected.

9 Safety assessment results by location, families, and other factors

1 Comparisons of safety decisions, faed postimplementation

Evident Change has also completed work on the safety assessment customization process which
involved developing and finalizing the safety assessment along with corresponding definitions, policies
and procedures. Interater Reliability (IRR) testing to eore that the assessment design and item
definitions yield consistent ratings across workers has also been completed. This included providing a
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web-based tutorial for testing participants that provides basic instruction for completing the IRR testing.
Paticipants in the testing were provided with the draft assessment and testing manual along with a link
to a website where they completed the assessments for each vignette during the IRR testing period.
Evident Change then analyzed the IRR test data aruhmended assessment items and definition
revisions as needed. The final recommendations were then sharedHHS.

IDHHS FIELD ACTIVITIES

Following IRR testing, Evident Change conducted field testing. The purpose of the field test is to allow
workers to use the assessment model in the field to identify any issues with the assessments, policies,
procedures, or process flow prior to statewide implementation. Evident Change provided participants
with manuals, including the assessment form, itemitiefis and policies and procedures for the field
testing. Following the conclusion of the testing Evident Change analyzed the feedback reported the
findings tolDHHS.

Next steps included Evident Change working WEHHHS to develop comprehensive regements and

specifications along with design documents and testing plans that allow for the direct integration of SDM
components into thdDHHS IT system. Upon successful conclusion of this etidHHS was provided
documentation certifying their systemi 0 SDM system complianto. Their
development of the SDM core concepts training on the critical concepts related to the safety

assessment. This was followed by the deployment of the training curriculum (for caseworker and
supervisortraining) to thelIDHHS trainers.

The efforts with Evident Change align with work completed in early 2020 to update the Safety Plan to

clarify the role of the safety plan and provide transparency to the parents and other participants about

their roles aml responsibilities. A Next Steps document was also created during work on the Safety

Pl an to be utilized as a refrigerator |ist of nex
Both forms were implemented in September 2020.

Child Protedion Workers, Social Work Case Managers, and Supervisors were initially trained on the
SDM Safety Assessment tool through eightdaly sessions of SW 714 StructurBecisionMaking

Safety Assessment held November and December of 2021. On January 24tl208vo-hour SW 614
Structured DecisiorMaking Safety Assessment Supervisory Webinar was required for all Supervisors.
This webinar was designed as a foHopvto the original field training to help Supervisors support staff in
implementing the Safeyssessment tool.

The new SDM Safety Assessment was implemented for all assessment with the intake dates of February
8,2022,0r after. In order to give staff an opportunity to utilize the SDM Safety Assessment first,

additional training on howthe Safy Assessment informs the Depart men
until April 2022. Ten dhour sessions of SW 714 Structured Decisiblaking Safety Assessment were

offered in March and April 2022. The training was required for all Child Protection Wark®ocial

Work Case Managers, and Supervisors of both positions. The original training, the follow ups

supervisory webinar, and the additional Safety Plan trainings were recorded and are available for any

staff who require the training in the future. Duag the statewide training rollout for this project,

Evident Change provided support to thBHHS Trainers.
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SDM TOOL

As a result of this project, an lowa specifgsearch base@DM safety assessment tool and a safety
planning practice guide, which will enhance the corresponding Safety Plan, was developed and
implemented. This SDM tool and case planning strategies will help to guide workers in a more
consistent, evidenebased pocess when determining whether an out of home placement is needed or if
the child can remain safely in the home. Additionally, Evident Change provided the tool and guidance
resources in Spanish in July 2022. Funding from CAPTA was used toward thig peoyeell.

Administrative Rules around Safety Plans and Voluntary Placement Agreements that resulted from Safety
Assessments were in process to tighten the timeframes around how long each safety plan would last as

well as how often safety plans were lmgj reviewed with local administration, county attorneys, and the
Attorney General 6s Office, Governor Reymdoérds si gn
10 put into place a moratorium oadministrative rulemaking while executive agencies devoted

resources to a comprehensive evaluation and rigorous-bestefit analysis of existing administrative

rules to eliminate or simplify unnecessary or unduly burdensome rules and regulations. This evaluation
process is expected to be completed by the clasecalendar year 2026.

CREATING AND IMPROVING THE USE OF
MULTIDISCIPLINARY TEAMS AND INTERAGENCY,
INTRA-AGENCY, INTERSTATE, AND INTRASTATE

PROTOCOLS TO ENHANCE INVESTIGATIONS; AND
IMPROVING LEGAL PREPARATION AND
REPRESENTATION

MULTIDISCIPLINARY TEAMS

The definition of a Multidisciplinary Team (MDT) under lowa Code (235A.13, subsection 8) is as follows:

"Multidisciplinary teammeans a group of individuals who possess knowledge and skills related to the
diagnosis, assessment, and dispositidd abeke cases and who are professionals practicing in the
disciplines of medicine, nursing, public health, substance abuse, domestic violence, mental health, soci
work, child development, education, law, juvenile probation, or law enforcemprastatdigired

pursuant teection 235B.1, subsection 1

The lowa Code also establishes the following requirement oflfit¢HS as it relates to MDTs (232.71B,
subsection 11):

In each county or multicounty area in which more than fifty child abuse reports are made per year, the
department shall establish a multidisciplinary team, as dedetemhi@35A.13, subsectiod@on

the department's request, a multidisciplinargh@iirassist the department in the assessment,

diagnosis, and disposition of a child abuse assessment.
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On May24, 2022HF 2507 was signed into law offhe legislation was a prefile iyHHS to update
lowa Code chapter 232 (Juvenile Justice) to bettgnalvith Family First initiatives. The bill incldde
new provision to chaptef32.71B, subsection 11 that alledfor multi-disciplinary teams to be utilized
during ongoing case management services. Prior totthesuse of multidisciplinary teams wamsited to
child abuse assessments.

IO WA 6MDTS
There are a number of established MAWMDTanbeci pli na
used for both child and dependent adult abuse. M

that is signed by everyone whoasmemberof the team. As lowa is a rural state, one agreement can
include four or more counties or a regionatea. There are several advantages to an MDT Team that
spans a larger area. A multicounty or regional MDT can help protect confidentiality in the more rural
areas where the families may be well known. In addition, the membership of the MDT is mdyedike
include critical child welfare providers and professionals, many of whose services also span a number of
counties or regions.

As noted above new legislatiorwas passethst yearthat allows for the use ofMDTsto assist in the
assessment, diagses and provision of services following a child abuse assessmeasponse to tls

law changethe Department beganlgnningor a statewide review and expansion of the MDT program
Additionalsupport was needed ahe use of MDTs wasignificantly impacted dng the pandemic and
the ongoing remote workas the field struggled with the limitations of virtual MDT meetingstard

need toobtain original signatures on the MDT AgreementBhe purpose of astatewidereview of the
programis to identify the current issues that the field is experiencing with MDTs and the resources that
will be needed to better support and expand the prograrhe start date of the review has not yet been
determined due to the merger of the Department of Paliiealth and the Department of Human
ServicesThe mergerwhich will be effective July 1, 2Q2@ll result in areconfigurationof the counties
within the current Service Areas This reconfiguration will impact local and regional MDTs in terms of
the counties and regionareas they cover. It is anticipated that once the merger has been completed
work on the statewide review andxpansiorof the MDT program will begirCurrently, no CAPTA
funding is being used for MDT support.

CENTRAL IOWA COMMERCIAISEXUAL EXPLOITATION OF CHILDREN

(CICSEC)

The Central lowa Commercial Sexual Exploitation of Children (CICSEC)-Mattiplinary team (MDT)

includes representatives from a number of agencies and organizations that are involved with victims of

human traficking. The mission of this MDT is to collaborate with local professional service providers to
identify and ensure the safety and healing of human trafficking victims, while also investigating and
prosecuting the trafficker. To this end, oa ayouth at risk is identified, the MDT meets to discuss the
appropriate approach to the case and to identify any needed services, treatment and/or placEmgent.

MDT is specific to PollCounty butis available to all of the Des Moines Service Area. Theniris to

eventually build the same type of MDT within each service area across the state, likely in collaboration
with each service areafdts Child Protection/ Advocac

A key component to this group is the development of a Human Trafficking Datatedeeed to as the
HighRiskVictims (HRV) database. Through the use of the HRV database, the lowa Department of
Health and Human Services (IDHHS) and other agencies involved with the CICSEC MDT are better able
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to identify youth who are at risk of humamafficking as it allows for the sharing of information across
different systems and agencies regarding trafficking cases. The use of the HRV database also supports
and encourages a stronger collaborative effort with IDHHS partners around this type cf.abius

chart below highlights the total number of children who have been referred to the CICSEC MDT with a
corresponding status:

High Risk Victims
Year | Referral | Cases Active | High Inactive| Open With Screened | Closed | Total
Pending | Pending Priority Other Out
Jurisdiction

2020 (O 0 15 4 13 0 4 0 36
2021 | 0 1 17 18 14 0 4 0 54
2022 | O 12 10 13 23 0 10 0 68
2023 | 0 17 10 18 23 0 10 0 78

SHARING CONFDENTIAL INFORMATION

The CICSEC MDT is usingraultidisciplinary approach to address cases of child sexual exploitation and
human trafficking as many of these cases involve joint investigations/assessments and have complex
service needs. However, in order for the CICSEC MDT to function effectively tireeded to be able

to share confidential information that is protected by law. To address this issue, a bill was proposed
during the 2019 legislative session to allow this particular group to share confidential information across
agencies. The 2019 lowkcts, chapter 125, 81 (HF 642) was passed, effective i 9,to allow for

the sharing of confidential information specifically for this groQpnfidential Information StaringHF

642 /2019 lowa Acts, Chapter 125, &3 provides for the IDHHSto shere confidentia information

outside of the 20-day child abuse ssesment period with the CICSEC MDT. The CICSEC MDT is

currently the only MDT that meets the legal requirements to share confidentia information outside of

the 20-day asessmet period. All other IDHHSMDT® with valid MDT Agreements are bound by lowa

Code chaper235Aandlowa Adninistrative Code secton 441-175.36

The CICSEE MDT existsto identify senicesfor children who arevictims of, and children atrisk of
becoming victims of humantrafficking. The CICSEC MDT currently operaesin Pdk County. However,
becausechildren from other parts of the state as well as children from other states or countries come
into contact with Des Moines and Polk County law enforcement, this MDT works to collaborate with
other agencies outside the city of Des Moines and Polk Countydaress the needs of the child.

READY TO STAND CURRICULUM

At the close of 2021, an opportunity became available for the CICSEC MDT to attend an online training
by the National Criminal Justice Training Center to improve our multidisciplinary team response to

Child Sex Trafficking. The training was held Decent8r 2021 and 10 members of our team were

able to participate. Our team had the opportunity to discuss our practices and how they fell in line with
our MOU and protocols. We also reviewed how we are fostering coalitions and networks, promoting
communityawareness, educating community providers, strengthening our individual knowledge and skill,
and continuing care for children. We discussed our current status and changes we wanted to see in

32


https://www.legis.iowa.gov/legislation/BillBook?ba=hf642&amp;ga=88&amp;utm_medium=email&amp;utm_source=govdelivery
https://www.legis.iowa.gov/legislation/BillBook?ba=hf642&amp;ga=88&amp;utm_medium=email&amp;utm_source=govdelivery
https://www.legis.iowa.gov/docs/publications/iactc/88.1/CH0125.pdf
https://www.legis.iowa.gov/docs/code/235A.pdf
https://www.legis.iowa.gov/docs/code/235A.pdf
https://www.legis.iowa.gov/docs/code/235A.pdf
https://www.legis.iowa.gov/docs/ACO/chapter/441.175.pdf

IOWA

HHS

each of these areas. The CICSEC MDT continues to work towardgibes we set forth for
improvement to our team.

At the start of 2022 one of the CICSEC MDT Members who represents the Des Moines Public Schools
(DMPS) as an Educational Liaison for IDHHS, asked for the CICSEC MDT support for a partnership they
were entering into with the University of Nebrasktancoln (UNL) and the Set Me Free Project to

evaluate the READY to Stand Curriculum as a tool to prevent Commercial Sexual Exploitation of
children among racially and ethnically diverse urban youth. Nebraska researchers collaborated with
DMPS educators on a fiwesar project, funded by the Centers for Disease Control and Prevention, that
aims to prevent sex trafficking of children by delivering the READY to Stand Curriculum to students in
Des Moines.

Developed by the Set Me Free Project, the curriculum providésrmation on healthy relationships,

safe people and resourceslfesteem,and other social media safety. One of the foundations in the
curriculum is that each person has an intrinsic value that no one can take away. The goal is that
students walk awawith an understanding of their worth and value. READY to Stand is presented to
students through learning modules that use-agpropriate videos and group discussions by trained
adult program educators. Additionally, school personnel participate iiaimimg module focused on
effectively managing youth disclosures and rejecting all forms of violence, including sex trafficking of
children.

The project will launch at two Des Moines high schools in 2023 and will later expand to reach students
in six adlitional high schools. UNL Researchers will assess student surveys to determine whether
participation in READY to Stand reduces child sex trafficking, teen dating violence, and sexual assault
victimization and perpetration, and whether the program incesagystander intervention in

exploitation situations. While the CICSEC MDT is not directly involved in providing the READY to
Stand Curriculum through this research project, any victims or potential victims of human trafficking
identified through the pract may be staffed with the CICSEC MDT to aid in the identification of
services as well as potential criminal investigation and prosecution of the trafficker(s).

PROCEDURES FOR APPEALING AND RESPONDING
TO APPEALS OF SUBSTANTIATED REPORTS OF
CHILD ABUSEOR NEGLECT

CHILD ABUSEAPPEAB

The IDHHS recognizes the rights to due process for any person accused of child abuse and has in place
a process by which individuals can appeal a decision md@ditiS and request a hearing before an
Administrative Law dlge. Under lowa law, a person who is the subject of a child abuse report and who
believes that the conclusion or any part of the child abuse summary report is in error, may request
correction of the information by contacting the lod&IHHS office withirf0 days of the date on the

child abuse notice they receivéf they are the person alleged to be responsible for the abuse, they may
file a written appeal.
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An appeal i@ separatemotion from a request for correction. A request for correction is noequired

prior to filing an appealTo file an appeal, the person must either send a written and signed statement

to the IDHHS AppealSectionwhich explains why they disagree with the child abassessmengr

they may file an appeal electronically. The timelines to request correction and/or appeal are the same. If
an appeal hearing is requested by the person alleged to be responsible for the abuse and it is granted, all
other subjects of the report will benotified by theDHHS Appeal$Sectionof the opportunity to file a

motion to intervene in the appeal hearing (lowa Code section 235A.19).

In handling child abuse appeals and requests for corrections a significant amount of preparation and
follow up workis required byiIDHHS staff. To meet this need and facilitate the appeals process,
CAPTA funds are currently being used to support the salary and staff timeftdktame position in this
area. The title and location of this position is a Clerk Spestakithin theIDHHS Appeals Unit.

The duties and responsibilities of the Clerk Specialist position include:
1 Serving as the Child Abuse Registry Appeal Liaison in conjunction witDkheS Appeals
Section and the Attorney General ds office.
1 Proficiencyin the use of various internal IT systems related to child abuse records and their
appeals.
1 Tracking the date and name of the appellant on the appropriate IT system and printing copies of
the assessments and notices for #HHS appeals section and thetAb r ney Gener al 6s
Ensuring copies of the assessments are also emailed to the appeals section.
Gathering and categorizing supporting documentation received from the field offices which may
include copies of related criminal and juvenile court actiptice,and medical reports, as
required by the Attorney General ds office.
1 Upon receipt of an Ordedmplementing Settlement Agreement (OISA), sending an email to
notify the field office as to what the decision is and the time frame in which it is due.
1 Logging the OISA information, the proposeddcisionand the final appeal decision, itARVIS
(IDHHSChild Welfare Data System).
1 Providing the statewide Child Death Review Team with all child abuse assessments regarding a
family before and after a childbés deat h.
1 Receiving O0Request for Child Abuse I nformation
information to the subject of the assessment.
Receiving calls, processing requests, and addressing issues from past and present appellants.
T Providing the Attorney Generalds office with ¢
appeal, any past appeal amdany other information regarding the child abuse history of the
family or requester.

= =

==

PROVISIONS FOR THE APPOINTMENT OF AN
INDIVIDUAL APPOINTED TO REPRESENT A CHILD IN
JUDICIAL PROCEEDINGS

LEGAL REPRESENTATION PILOT PROJECT

Quiality legatepresentation has been linked to a wilhctioning child welfare system and the reduction

of family and child trauma. In recognizing the importance of legal representation during juvenile court
proceedings, the Chil dr epneSestatiBnusrcetiealat dach phase bfghe ed t h a
court process and should be available to all parties involved including parents. Evidence from various
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studies and projects throughout the country have promoted the idea that attorney representation prior
tofiling a court action is critical in protecting p
representation during the early stage of a case may prevent the neegtfooving a child from the

home, the opening of a court case, and/or magrgen the length of foster care or other placements of

the child outside of the homeln response to these latest findings, the lowa legislature proposed Senate

File 2182 which supported a pilot project in lowa that would allow for legal representatiandigent

parents prior to the filing of any court proceedings. Under current lowa law, the State Public
Defenderds (SPD) office is prevented from represe
2182 was signed by the Governor in July @0Per the legislation, the SPD was charged with oversight

of the new pilot project.

GOALS OF THE PILOT PROJECT

For the development and management of thegal Representation Pilot Project the SPD partnered with
the lowa Department of Human Rightjvision of Criminal and Juvenile Justice Planning (QdJP).
designing th@roject, it was agreed that the pilot would be offered in six counties which would include
both rural and urban settings. This would provide an opportunity to discover whidersysr systems
work best in what type of location. Thielentifiedgoals of the projecareto: prevent the opening of a
court case when possible, reduce the number of children entering foster care, decrease the length of
time a child spends in foster caasd reduce the number of children returning to foster care.

MULTIDISCIPLINARY APPROACH

In designing the pilgbroject, it was determined that @re-petition multidiscplinary attorney program
would be implemented. This would involagorneys who have experience arekpertise in working
with child welfare cases ard ancillary legal $sues offamilies whoare involved with the statechild welfare
agency. The pilot program would providecessto pre-petition legalservicesand to a multidiscplinary
team of socialworkers andparent mentorsto address both thdegal andodal needs of the families.
The premise of using this type of multidisciplinary approach is built on the beligiateits are more
likely to trust the process,understand the seriousnesf the case and do what they need to do to
resolve the concerns ifthey el supported andheard. As such, they will be more eagpdin the
process andthe sevicesneeded whiletheir legal issuewere resolved. In doing so, the needs of the
children aremet, and faver children will enter foster care and those that do will have shorter stays.

In situations in which a prpetition case results in theremoval of the child from the home, the

attorney team will remainwith the family. Attorneys appointed earlyin the processhavea better
understanding of the familyd seeds as they have been meeting with the family on a regular basis. In
return, parents feel more engaged and have a higher rate of compliance as tiregerstand the court
process and are moreKely to atendcourt hearings, visitations with their children and engage in the
ca® plan.Together, hese actions support and promotanelier reunification.

REEARCHDESGN & EVALUATION

The evaluatiompieceof the projectis a mixed-method approach with quantitative and quaitative
components.This include aprocess @aluation to explore the fidelity of the process and anoutcome
evaluation. The researchwill be informed bytwo sets of guiding quedions. A set of process evaluation
questionswill inform the fidelity of the implementaion model. A second setof outcome evaluation
guestions will asessthe effectivenessof the intervention. Following are the process and outcome
evaluation questions
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Process Evaluation Questions:

1 What strategiespractices,or activities (including core project components)
were implemented?
How did the site prepare for implementation (increasereadinessand build
cgpacity) of the grateges, practices,or activities?
How did sites @adinessfor implementation change overtime?
W ere the strategiespractices, or activitiesimplemented asntended?
What servicesdid sitesdeliver to familiesor communities?
To whatextent were the strateges,practices,or activitiesintegrated within the existing
system?
What geps dd sitestaketo support continuation of the program strateges and
actwitiesbeyond the life of the current project period?

E E N E ]

Outcome Evaluation Questions

To whatextent didthe strategies, pectices, or activitiesimprove permanencyoutcomes?
What effeds did the strateges, praciies,and activities (including dosage of services)

have on key outcomes? (Seethoselisted in the logic model)

Doesthe intervention improve the root causesidentified bythesite?

What was the degee of collaboration between partnering organizations and the

extent to whichinteragency collaborations affected the outcomes?

Wasthere areduction of court costs?

E R

Program level datais beingcollected througlout the project whichtracks entry into the program,
participants served, the type ofservices providedand the number of hours dpentwith the families.
Thisdata is beingusedto describe the program reachand eplore the fidelity to the model. Thismethod
was flected asit is most efficient in examining basic ifiormation about the program.

Multiple datacolledion activitieswill be used b answer the research gestions. The datacolledion
activitiesare desgred to collect the variablesrelated tothe immedate, short-term, andlong-term
outcomes. The datacollection actwvitiesinclude a number otdifferent surveys and forms including an
attorney intake survey, a cliet saisfacton suvey, focus groups, and of@-one interviews.

The process and outcomevaluation activitieswill take place over the entir ety of the grart with
ongoing datacolledion andanalysis

SFY 23 EGAL REPRESENTATIAGMTA

Enroliment to Date
The project team reports thathere have been 111 families evaluated for enrollment to date.

Referral Status
1 4 families is in progress
1 family isapproved.
5 families have bednitiated.
61 families have an attornegferral.
20 families were closed and not enrolled due to factors such as location and removal was
not imminent.
16 are under review by the SPD projedirector.
9 referral status beingonfirmed.

)l
1
1
)l
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Referral Source

T
T
T
T
T

107 IDHHS
1 family drug court
1 probation offcer
1 school nurse

1 Parent Partner referral

Enrollment Over Time

To examine the increase of cases over time, the number of referrals for each county per quarter was
calculated. As shown in Figure 1 and Table 1, there was a steady increase in artrfoimsost

counties through quarter 3 of calendar year 2022 (Q3 CY2022). There was a slight decline in Q42022
and Q1 CY2023, but it should be noted that only the cases in the evaluation folder are shown. There

may be additional cases under evaluation twvhiave not been added to the folder to date.

Figure 1. Project to Preserve Families Enrollment Over Time per Quarter
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Enroliment Per Quarter

0 —
Q3 Cy2021 Q4 CY2021 Q1CY2022 Q2CY2022 Q3CY2022 Q4CY2022 Q1CY2023
— A OPAN00OSE Emmett Fayette e Pottawatomie Woodbury
Table 1. Families Enrolment Per Quarter
Q3 CY2021 |Q4 CY2021 |Q1 CY2022 |Q2 CY2022 [Q3 CY2022 |Q4 CY2022 |Q1 CY2023 | Total

Appanoose 1 1
Emmett 1 1 2 2 6
Fayette 4 6 5 3 1 19
Pottawatomie 6 7 10 8 7 38
Woodbury 15 6 5 9 6 6 47
Total 15 16 19 26 19 16 111

FUTURE ACTIVITIES
The project team continues to enroll families into the pilot. They are communicating with the research
team on enrollment numbers arattorney engagement. Further expansion continues. Cases have been
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identified in Emmett County, Woodbury County, Pottawattamie County and Fayette County.
Appanoose county is no longer part of the pilot project, an additional county will be identified. The
project manager and research manager met to discuss client evaluation. It was agreed that it would be
most appropriate for the team working with the client to deliver the client satisfaction survey. These
will be uploaded to the secure project site whereJBJcan access them for evaluation.

This spring2023, HF 113 was passed which extended ttate public defender pilot project for child
welfare legal representation another year (through June 30, 2025) and expanded the project from six to
sixteen countes throughout the state IDHHS welcomes the expansion of the pilot as #gectation

is that the evaluation and analyses of the Legal Representation Pilot Project will be used ttDddiitie

and the Office of the State Public Defender in identifyingestdblishing effective strategies to help
stabilize families and minimize trauma to young children who are involved in the juvenile court system.

In addition, if the pilot project is found to be effective it will likely be expanded and become best
practice across the state.

While no CAPTA funds are currently being used for the Legal Representation Pilot Project, the project

is highlighted in this report as it aligns with and supportsttérgeted IDHHSprogramimprovement

area regarding the creation and improvement of legapprations and representation including

provisions for the appointment of an individual appointed to represent a child in judicial proceedings.
Currently, the project is being funded through 1o
allottedto t he project; other funding sources are thro
charged with oversight and operating the pilot project.

DEVELOPING AND DELIVERING INFORMATION TO IMPROVE
PUBLIC EDUCATION RELATING TO THE ROLE AND
RESPONSIBILES OF THE CHILD PROTECTION SYSTEM AND

THE NATURE AND BASIS FOR REPORTING SUSPECTED
INCIDENTS OF CHILD ABUSE AND NEGLECT, INCLUDING THE
USE OF DIFFERENTIAL RESPONSE

CHILD ABUSE MANDATORY REPORTER TRMIG

In SFY 2019rior to the merger of thelowa Deparment of Public Health (IDPH)nd the lowa

Department of Human ServiceBHS) into what is nowthe lowa Department of Health and Human

Services (IDHHSB Mandatory Reporter Training bill (HF 731) was passed by the lowa legislature. HF

731 modified owads mandatory child abuse and dependent a
Most significant to this law was that it moved the responsibilities for the trainings\irbatwas the

IDPHto DHS and required DHS to provide a core training curriaot for all mandatory reporters in

lowa. Mandatory reporter training HF73lklsomodified the mandatory chld abusqand dependent

adult abuse) reporter training requirements asfollows:

1 Removed legacylD P H gponsibility to review and goprove mandatory reporter training
curricula.

38



IOWA

HHS

1 Required legacyDHSto develop and provide a cae two-hour child abuse mandatory
reporter training curiculum for al mandatory reportersin lowa.

71 Inaddtion to the care training curicuum, the bill allbwed for anemgoyer to provide
suypplemenaltrainingas it relates to their professonal pracice,

1 Required the development ofa onehour child abuse recertification trainirigr al
mandatory reportersin lowa.

! Maintained that every mandatory reporter must complete two hours of trainingwithin six
months of employment or sef-emgdoyment andrequired additional trainingevery three
years (asopposedto every five years).

1 Thechild anddependet adult abusetrainings can no longer be comhned into one two-hour
course. Both the chld anddependent adult abusecore trainings are to be two hourseach.

1 All mandatory reporters are required to take the core (two-hour) traininginitialy but will
be alowed to take aone-hour recertification trainingevery three years thereafter, solong
asit is completedprior to the three-year expiration period.

T The bill darified that al valid mandatory reporter training certificatesissied prior to Julyl,
2019 would reman effective for five-years.

CHILD ABUSE MANDATORY REPORTERRETRAINING

With the enactment of House File 7aDHHS was required to provide a twhour child abuse core
course and a ondaour recertification ourse dr al mandatory reporters in lowa. As such, it was
decided that partmentwould host the courses online and that the courses would be developed with
the goalto ensure that the training was comprehensive and reflected current lowa law with regard to
child abuse.

The effort began bidentifying the scope of work that would be required to achieve this including the
technical needs, the user experience requiggts and engagement, and the content requirements. It
was also determined that the development and the design ofleehour child abuse core course and a
one-hour recertification oursewould be similar. Other specifics around the scope of work inctlide

the following
1 The core two-hour training would be hosted on thdDHHS website andhadeavailable by July
1, 2019.

1 The onehour recertification course wuld be postedonlineby July 1, 2022Per the legislation,
this was based on the first date tHatirners would requirethe core coursefor their licensure.
The development of the recertification courseould begin in late 2021.

IDHHS would contract with a partner to design and develop the courses.

An English and Spanish versioould be developed foboth courses.

The trainings wuld include voiceover features and closed captions.

The contract would provide for ongoing maintenance and support services regarding the
functionality of the courses, content updates as needed, andinggopport services for
outside agencies who host the trainings.

The trainings would benline andaccessible 24.

A link to the courses will be posted on th®HHS website.

To access the trainings, learner®uld complete an enrollment procesmd create a password.
The courses wuld be offered at no cost.

The trainings wuld be designed to accommodate persons with disabilities.

The curriculum for both courses auld accurately reflect current lowa Code, lowa
Administrative Rules, an®HHS policies and practices regarding child abuse.

=A =4 -4 =4
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1 To ensure that the training results in the appropriate skill needed to identify and report child
abuse, Learning Checks and a piestt would be included in the trainings.
T To successfully complete trmurses a certain level of understandinguld be required.
To achieve this, the trainingsowuld include a postest to ensure competencies are
attained. karners would need to attain a certain score on the petst in order to be
issued a Certificate dEompletion.
1 Certificates of completion wuld be offered immediately to learners who successfully complete
the posttest.
1 Following the completion of the projediDHHS would implement and sustain quality control
through continued oversight and maingerce of the online child abuse mandatory reporter
curriculum and certification process.
1 Alink to the course vould be posted on thdDHHS website.
1 Technical support wuld be offered to learners through email and phone-taltk services.
1 Due to the expeted number of users, ongoing technical support would alsceheired.

To meet the development needs and the course requirements for the mandatory trathang,
Departmentcontracted with lowa State University to design the tlwour Child AbuseMandatory
Reporter Training core course and to provide technical support to learners.

The two-hour Child Abuse Mandatory Reporter Training course was made availalidHdS staff and
the public beginning July 1, 20X©@APTAfunding was usefbr the devdopment of the core course and
for ongoing technical support.

CHILD WELFARE LEARNING MANAGEMENT SYSTEM (CW LMS)

In July 2020DHHS transitioned to a new specialized Child Welfare Learning Management System (CW
LMS) for the development, delivery and sagpof training forIDHHS staff and affiliated external entities.
With the transition, the twehour core Child Abuse Training courses (English and Spanish) were moved

to the new CW LMS platform. With the move to the new Learnsoft platform the functionality of the
courses becaman issue. Leaners were reporting problems with not being able to get into the training
and once in the trainings, not being able to move forward. In addition, Certificates were not being issued.
While the ongoing tech support continued twe providedit was determined that major adjustments

were needed to makéhe coursescompatible with the new CW LMS systeamd the work would need

to be contracted out.

CHILD ABUSE MANDATORY REPORTER RIRTIHCATION COURSE

While the issues with the twdhour core Child Abuse Mandatory Reporter courses on the CW LMS
system were being assessHaHHS was also preparing to start the design and the development of the
one-hour Child Abuse Mandatory Reporter Recertification Courddf 731 requird that allmandatory
reporters in lowacompletea one-hour Child Abuse Mandatory Reporterdeertification Course every

three years following the completion of thanitial two-hour core course. In considering the design of

the Child Abuse Recertification Coursevitasdetermined that it would be similar to the core course

and be offered on théDHHS Learning Management System (LMS) platform. An English and a Spanish
version of the course would be developed and that it would include voiceover features and closed
captions The training will be offered online 24 hours a day, 7 days a week and will be free of charge.
The course will be open tédDHHS staff and the general public at large. The Recertification Course
would also include a pogest to ensure competencies are attained. At the completion of the training, a
certificate would be issued to the learner. As with the core course, learnamslavbe required to

complete an enroliment process and create a password to access the trainings. As with the core course

40



IOWA

HHS

a link to the training will be posted on tH®HHS website. The orour Child Abuse Recertification
Course wasmade available onlirte the public beginning July 1, 2022.

IDHHS TECHNICAL SUPPORT

In July 2021DHHS posted a bid to contract with a provider to develop the eheur Child Abuse
Recertification Course and to redesign the existing core child abuse training. As part of the proposed
contract,IDHHS would continue to implement and sustain quality contnobtigh oversight and
maintenance of the online curriculum and the certification proc&€sshnical support will continue to be
offered to learners This support would be providedy aIDHHS Management Analyst and a Clerk
Specialist to assist with the CthiWelfare Leaning Management System (CW LMS). The two staff would
be primarily responsible for the administration, update, and support of the CW LMS where the Child
Abuse Mandatory Reporter Training courses are houdéuk positions were filled in July 2D. CAPTA
funding is being used to support the two positiors description of the duties for these two positions is
as follows:

1 The Management Analyst serves as the lead worker and business analyst for the CW LMS. In
this capacity, this person provides technical analysis, critical system configuration, and technical
support of the application. This person is also responsibléréarble shooting any training
software issueg;ommunicating planforrperation issues to the CW LMS platform provider,
and forposting trainingaind training materials to the CW LMS.

9 The ClerkSpecialist serves as the resident expert for end us@&blidS staff and the public at
large) of the CW LMS. This person is responsiblegmviding expeditiousaccurate and
consistent responses to questions and issues related tdRHS trainings, including the Child
Abuse Mandatory Reporter Training thatdered on the CW LMS system. End user support
services include problem solving by answering routine questions, assisting with user access setup,
addressing standard access and navigation issues, and technical issues related to the virtual
trainings.

MEMORANDUM OF UNDERSTANDING (MOU)

Under the proposed contract the bidder would be responsible for providing limited technical support
services to outside agencies and facilities that have asked and been appréetHSto host the

Child Abuse Mandatory Reporter Trainings their own LMS system. TIse agencies and facilities must
have signed a Memorandum of Understanding (MOU) IBithHS. Underthe agreementthe courses
canrot be changd or alteredin anywayandthe certificatesof completion must indude the nameof

the entity thatis hosting the trainingand the MOU contractnumber. Support services provided by the
bidder would be limited taquestions receivedfrom MOU users regardinthe electronicfiles, glidarce
onwhatbrowser is most compatilde with the courses,andtipson improvingthe functionalityof the
courses usingother browsers. The MOU holder who posts the Child AbuseMandaory Reporter
coursesto their LMSareresponsible for arsweringanyquestionsor issues they may receifieom their
leamers.

BRILJENT, LLC

In thefall of 2021a contract for the Mandatory Reporter Training Project was awarded to BriljebC,
an out of state contractor that specializes in training development. The Mandatory Reporter Training
Contract began ilbecember2021. Funding sources for this contract include a combination of CAPTA

and CJA funds.

During the development of theourses various meetings betwedPHHS and Briljent were held. The
meetings included the following:
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71 Kickoff meeting to review the contract, answer questions of both parties, and create a timeline
for the work.

1 Requirements meeting(§)to discuss detailed requirements for project and to address any
training issues. This includddHHS Administration, Subject Matter Experts, Technical experts
and the Briljent development team.

T Invoicing meetind to discuss the invoice schedule rfans attending included tH®OHHS
Program Manager and the Briljent Project Manager.

f  Monthly meeting (s monthly meetings between Briljent Project Manager andEiéHS
Program Manager.

During the development of the orRbour recertification couses and the redesign of the twiwour Child
Abuse Mandatory Reporter TrainindpHHS Subject MatteExperts workedclosely with Briljent to
provide the material and resources needed to build the content of the trainibiHS Subject Matter
Expertswere dso involved with theevising and updating the petgtsts for each course. Following are
the additional elements that were agreed upon during the design and development of the courses:

1 As part of the curriculum design theodules or sections and gas wuld be locked downuntil

they are viewed. This prevents learners from jumping forward in the training.

1 The modules or sections in the courses can be revisited any time by the learner after
completion.
When not in use, thecourse modules osections vould be collapsed.
The pagenavigatiorwould include the following: aext button to advance to theext pagea
back button to return to the previous pagan aidio progress barapause and rewind button,
and specifi¢eatures for the activieswithin the trainings.
While taking the courses, theérner can exit at any time and return where they left off.
Audio narrationwould be available within both courses.
The trainings wuld be adapted for persons with disabilities. Foe hearingimpairedthere
would be aTranscript Tab with written audio script by page (not synced closed captiankay)
sight impaired personthere would be a textonly version of the courseThese features auld
includeboth the English and Spanish courses. Withe courseshere will not be anydrag and
drop or matching activities that require manual dexterity.
1 The courses wuld be accessibleigwable on desktop, tablet and/or on mobile devices
9 The courses wuld include diversity in representations. | Atereotypes will be removed.

=a =4
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LEARNING EXPERIENCE

The trainings are designed to achieve a higher level of learning both in the application and the analysis
of the content. This was done through the use of scendmdsed and case study activities throughout

the trainings. In addition, each of the traigininclude 22 Learning Checks per section or module

within the courses. After completingteaining,the learner must respond to the question(s) posed by

the Learning Checks in order to move forward. If the learner does not answer the question(s)
correctly, the right answer is provided. The purpose of the Learning Checks is to help prepare the
learner for the posttest at the end of the course.

Learners must pass the petst in order to successfully complete the courses. Learners have six
attemptsto score 80% to pass the postest after which they must retake the course. This ensures that
upon completing the course a certain level of understanding has been attained and recorded. Upon
successfully completing the course a PDF Certificate of Comoplés immediately issued for the learner
which they may print off.
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MOU SUPPORT

As part of the contract Briljienhostsa privatewebsite where MOU userscanaccess the training
SCORM packages as well assist MOU users who may experience difficuliregploading the new and
the redesigned Child Abuse Mandatory Reporter courses. At the requefildHS, Briljenimustalso
complete updates to the trainings as needed to reflect any changes in state law i@idlit8 protocols.

CHILD ABUSE MANDATORYREPORTERECERTIFICATION COURSE

In May2022 the Child Abuse Mandatory Reporter Recertification Course (in both English and Spanish)
were completed and posted on the CW LM®&n announcement regarding the posting and directions

on how to access the Child Abuse Mandatory Reporter Training Recertification Courses were posted
on the IDHHS website. In addition, new amendmeeaxtendingMOUs were completed and MOU
userswere provdedal i nk t o B r itd dowenloaddhenewvecdrticatopretrainings. In

December of 2022 IDHHS program managers worked with Briljent to update the Child Abuse
Mandatory Report Core Courses to reflect recent changes in lowa Child abuse lau®aiHS policy.

The updates to the child abuse courses, in both English and Spanish, were completed in May 2023 and
were posted on the CW LMS. MOU users weigformedof the changes and received directions on
accessingthe r ai ni ng p ac lsiegA the sanme tirBeraméngimeemd tdtlse MOUs were sent
out extending the Agreements for SFY 24.

In the coming fiscalear,the IDHHS wil again be looking at a redesign of the child abuse couvgls
regard tothe merger betweenhe two Departments. The redesign will include new branding and
formatting to reflect the new name of the Department. In addition, any neegmthtesrelated to
changes in lowkaw or policywill also be completed at this time.

CHILD ABUSE MANDATORY REPORT TRAININGATA

The total number ol DHHS Child Abuse Mandatory Reporter Training certificaiesued from

06/01/2% 05/31/22for the Child AbuseCore Coursewas 53,393 This included 53,346 for the English
course and 47 for the Spanish courdeuring this reporting period theravere the only twochild abuse
courses(English and Spanidhging offered.

The data belowfrom July 1, 2022 to May 31, 208&Iudes the newChild Abuse Recertificatio@ourse
in both English and Spanishhe dataindicates the number of certificates issued for each of the courses.

CHILD ABUSE MANDATORY REPORTER TRAINING (MRT)
NUMBER OHDHHS CERTIFICATES ISSUED
JULY 1, 2022 TO MA'81, 2023

Mandatory DS 169 Child DS 169 Child DS 171 Child DS 171 Child
Reporter AbuseMRT Core | AbuseMRT Core AbuseMRT AbuseMRT
Trainings Course English | Course (Spanish| Recertification Recertification
Version) Version) Course English | Course (Panish
Version) Version
July 2022 4,954 7 1553
August 2022 6661 305 2153 1
September 2022 5398 3 1873 2
October 2022 5381 9 1585
November 2022 5105 5 1571 1
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December 2022 4771 3 1520

January 2023 6251 5 2321 3
February 2023 4868 5 1811

March2023 5424 5 2071 2
April 2023 4529 9 1722 2
May 2023 4975 6 1521 1
Totals 58,317 362 19,701 12

As wasexpected the numbersincreasedsignificantly h the redesigneaf the two-hour Child Abuse

Mandatory ReportelCore Courses and theaddition of theRecertificationCourses.

MOU usess are alsaequired to track the number othild abuse mandatory reporterertificates they
issue for each of the cours¢gnglish and Spesh)and to report that number quarterly and annually to
IDHHS. The following data fsom July 1, 2028 March 31, 2023.

CHILD ABUSE MANDATORY REPORTER TRAINING (MRT)
NUMBER OF MOU CERTIFICATES ISSUED
JULY 1, 2022 TO MARCH 31, 28

Mandatory DS 169 Child DS 169 Child DS 171 Child DS 171 Child
Reporter AbuseMRT Core | AbuseMRT Core AbuseMRT AbuseMRT
Trainings Course English | Course (Spanish| Recertification Recertification
Version) Version) Course English | Course(Spanish
Version) Version
English 20,934 1 7,417 3

SAFE SLEEP PROJECT
The IDHHS supports the need to educate parents and caregivers about ways to reduce the risk of
sleeprelated causes of infant deaths. In response to this concerdXH&S has developed a research
based strategic plan for supporting safe sleep practicesliiS involved families as a means of

reducing sleep related maltreatment deaths. It is also expected that the project will help to reduce the

Risk of Sudden Infant Death Syndrome (SIDS) and other sleep related infant déatG&APTA dollars
are being useftbr this project.

A IDHHS Safe Sleep Workgroup was established in 2019 to review safe sleep practices and how to
incorporate this initiative into best practices witBHHS involved families. As a result, it was identified

that IDHHS practices and procedures for child abuse intake, assessment, and case management needed

to be strengthened around this issue. As a result, a safe sleep strategic plan was developed.

The IDHHS supports the need to educate parents and caregivers about ways to reduce the risk of
sleeprelated causes of infant deaths. In response to this concernDH#S has developed a research
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based strategic plan for supporting safe sleep practiceslBiiHS involved families as a means of

reducing sleep related maltreatment deaths. It is also expected that the project will help to reduce the
Risk of Sudden Infant Death Syndrome (SIDS) and other sleep related infant deaths. No CAPTA dollars
are being useftbr this project.

A IDHHS Safe Sleep Workgroup was established in 2019 to review safe sleep practices and how to
incorporate this initiative into best practices witBHHS involved families. As a result, it was identified

that IDHHS practices and procedes for child abuse intake, assessment, and case management needed
to be strengthened around this issue. As a result, a safe sleep strategic plan was developed. While this
plan was approved by the Service Business Team (SBT) in 2019, it is currestlyawielw by field
administrators for feedback.

SAFE SLEEP STRATEGIC PLAN
The following approaches and activities were presentetDidHS administration as a final report to
address the Safe Sleep Strategic Plan:

1. Collaborate with at least one partner from each of the following areas to allow for responses
and feedback regarding thieHHS draft plan: public health, law enforcement, and the courts.
Also explore howlDHHS can partnership with various agencies sugctha hospitals, etc. on
this project.

a. lowa Child Death Review Team (CDRT)

i. The CDRT is creating a Safe Sleep Committee beginning July 2019 (which
currently includes representatives from the lowa SIDS Foundation, lowa Office
of the Medical Examiners, muliéprograms within the lowa Department of
Public Health, and the Department of Human Services) to forge a Safe Sleep
Campaign. ThéDHHS is represented by Roxanne Riesberg. The desire for
this committee is to align one strong safe sleep message and resources for the
state. The campaign is supported and provided oversight by all CODRT
members, which include law enforcement.

ii. As a resultof efforts by the CDRT, the IDPH sends safe sleep information out
with every birthcertificate.

b. Safe Babies Court Teams (Polk County only at this time)

i. Roxanne met with the Safe Babies Court Teams Stakeholders to discuss the
IDHHS safe sleep efforts, tiafe Babies Court Teams efforts and how we can
work together to encourage the success they are seeing to address safe sleep
be expanded and utilized throughout tHeHHS field practice.

ii. Safe Babies Court Teams are integrating Safe Sleep efforts int@tbgiam,
including:

1. Reviewing safe sleep with all caretakers (parents, relatives, foster
parents, etc.) at all Pre/Post Removal Conferences and Family Team
Meetings.

2. Providing sleep sacks to families involved in the program and explaining
how to use them

3. Reintegrating VNS/nurse practitioners back into regular involvement
with the program (2 nurses were previously involved until funding was
cut)

4. Data collectiond to track how many times throughout the case they
talked about/reviewed safe sleep with thenfhes in the program.
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iii. Discussed need to remain in communication to align Safe Babies Court Team
safe sleep efforts with what the safe sleep practiced@éHS is offering to all
families with children under one (despite their involvement in Safe Babiag C
Teams).

2. Explore existing data on slegplated deaths from the previous 5 years.
a. American Academy of Pediatrics
i. recommendation on safe sleep
https://pediatrics.aappublications.org/content/pediatrics/138/5/€20162940.full.pdf
ii. Resourcesttps://www.aap.org/ens/abouithe-aap/aagpress
room/campaigns/Safleep/Pages/default.aspx
b. National Institute of Health (L&. Health and Human Services)
https://safetosleep.nichd.nih.gov/resources/caregivers/environment/look
i. Flyer- Honor the Past, Learn fathe Future
ii. What does safe sleep environment look like (1 pager)
iii. Safe Sleep for Your Grandbaby: Reduce the Risk of SIDS
iv. Brochures
1. SIDS and Other SledRelated Causes of Infant Death
2. Safe Sleep for you Baby: Reduce the Risk of SIDS (Aiioanican)
3. Healthy Native Babies Project

1. Safe Sleep For Your Baby DNEX'S
2. Safe Sleep for Your Baby DVEpanish
3. Safe Infant Sleep: For Grandparents DVD
vi. Provider Resources
1. Healthy Native Babies Project Facilitator Packet
c. Center For Disease Control and Pvention
https://www.cdc.gov/vitalsigns/safesleep/index.html
d. Commission to Eliminate Child Abuse and Neglect Fatalities
https://www.acf.hhs.gov/cb/resource/cectindtreport
e. Michigan Department of Health and Human Services
https://www.michigan.gov/mdhhs/0,58833B-71548 57836-,00.html
f. lowa Child Death Review Team the most recent report.
i. CDRT reportshttps://www.iosme.iowa.gov/abeut. The most recent report
is 2015. The lowa Office of the Medical Examiner oversees this team and the
publishing of the reports. The team has not met since January 2020 due to the
global pandemic. Meetings are scheduteresume in September 2021.
ii. 20042011 Safe Sleep
https://iosme.iowa.gov/sites/default/files/documents/2015/04/sleep
related_infant_mortality profile_2011.pdf

3. Research initiatives and strategies that have effectively promoted safe sleep and reduced sleep
related fatalies.
a. Entities cited in #2 have research initiatives and strategies that have effectively
promoted safe sleepelated fatalities. This workgroup is using this research and
strategies to drive recommendations for lowa.

4. Review existingDHHS and partnerraining efforts and explore whether enhancements are
needed.
a. Existing efforts
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i. New Worker Training for SW2s and SWagassessing Life of Case, review safe
sleep.
ii. Substance Abuse Fundamentals Training coidiecuss use by parents
increases risk to child and includes small reference to Slafp.
iii. PSMAPP training for foster parentshandouts on safe sleep provid€&dild
Care training requires safe sleep educat@very 5 years for centers, registered
homes, andhildcareassistance (CCA)roviders.
b. Enhancement efforts
i. To capture all current staff/providers, require a separate Safe Sleep training for
allDHHS and providers (Michi gaSn eregpsd drhee yde
may be willing to share. low@HHSchildcarealso requires providers to take
safe sleep training and have approved courses they refer to)

1. Require allDHHS staff and providers (Community Care, FSRP, and
foster parents) to take at the time afafe sleep rollout and offering
quarterly thereafter.

ii. New Worker Training for SW2s and SW3s
1. Add specific safe sleep section with handaetsdurces.
iii. PSMAPP training for foster parents

1. Add specific safe sleep section in addition to the handouts ctlgren

provided.

5. Recommend what age should be targeted (under 6 or 12 months).
a. Every child under 12 months in a household where lbEIHS has an open CPA or
ongoing service case management.

6. Develop a strategic plan that will include educatDgHS staff ad child welfare providers on:
red flags of cesleeping, best practices around safe sleep, and positive cultural engagement on
discussing safe sleep practices with parents or caregivers.

a. Rolloutd Webinar or face to face training (possibly hiring an expersafe sleep to
discuss why this topic is important afidHHS then train to the new policy and
procedures) and considering parallel expectations and trainings for contracted providers
working with families of children under the age of 1 year.

i. Intake

1. Edwcationd refer reporters to safe sleep resources when iredevant.

2. Unsafe sleep guidance for intake, including questions to ask and
document with any allegations that involve a child under the age of 1
year, even when a fatality has not yeicurred.

ii. Child Protection Worker (CPW) or Social Work Case Manager (SWCM)

1. Every open assessment lWHHS serviced case with a child in the
household under the age ofykar.

a. Observe/evaluate Sleep Environment (based on guidance
provided)

b. Inform and educate parent/caregiver on how to provide safe
sleep every sleep and the dangers or not providing a safe sleep
environment.

c. Discuss any unsafe sleep practices and work with parents to
remedy anything that can be addressed immediately or make a
plan to obtain safe sleep environment (include resources on
where to get cribs, etc.).
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d. If appropriate, make referral to home visitation program (lowa
Family Support Network has at least one program in each
county)

e. If appropriate, make referral to Early éess (IDEA Part C)

2. Inthe event of a removal or safety plan for a child under the age of 1
year to stay with another caretaker, follow the same observation,
evaluation, education, and referral process.

3. Document in JARVISTAR or Child Services module.

iii. ContractedIDHHS Providers

1. Consider adding safe sleep education requirements for contracted staff.

2. ldentify expectations for documentation of observation, evaluation,
education, and referral process.

7. Develop a strategitDHHS plan which may include any bétfollowing: IT changes, safe
sleeping tool kits, tangible goods to support safe sleep, visual reminders, amdl&84
material.

a. JARVISSTAR intake module
i. Asking questions when the household includes a child under the age of 1
b. JARVISSTAR assessmentc Child Services modules
i. Validation that safe sleep evaluation and educatmmpleted.
1. Sleep environment wasafe.
2. Sleep environment was netifeand concerns wereemedied.
3. Sleep environment was netfeand attempts were made to create
one.
ii. Safe sleep toolkit (including resources to official recommendations, flyers,
brochures, booklets, videos, statistics, and product information and available in
Spanish)

8. Identify how data will be tracked and collectatbund the Safe Sleep project.

9. Review the current decisiemaking process at intake regarding the acceptance or denial when
these cases are reported.

10. One part of the tasks for the Workgroup will be to identify how the results of this project will
be tracked and measured for reporting purposes.

SAFE SLEEP EFFORTS
Since thdDHHS has taken more of a proactive approach to safe sleep education and practice, the
following efforts have taken place:

July 2019 January 2026 As mentioned in thdDHHS Safe Sleep Strategic Plan, the lowa Child Death
Review Team, led by the lowa Office of the State Medical Examiner, created a committee to launch a
safe sleep campaign. THEHHS was represented on this committee with a goal to align one strong safe
sleep message and resource point for the state. The committee worked with a marketing company to
assist in identifying our target population and the best avenue to reach themre&slg ten social

posts providing safe sleep messages and information were created by our marketing partners and
advertised on various social media platforms between October and December of 2019. These
promotional materials were also provided to all paipating agencies to utilize for continued and
consistent safe sleep education statewide.
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April 20200 The IDHHS added a Safe Sleep webpage tdii¢HS websitehttps://hhs.iowa.gov/chH
welfare/safesleep This webpage provides the very basic ACBpf safe sleep and identifies additional
resources to obtain more information, research, data, and educational materials. The webpage lays
ground for the Safe Sleep Strategic Planl@HHS practice changes.

May 2020 The IDHHS shared all promotional materials with Prevent Child Abuse lowa (PCAI) after
receiving information that they were interested in promoting additional safe sleep education. After
reviewing the promotional materials and hearing about the successful safe sleep campi@gtHBe
was part of, the Director of PCAI collaborated with the committee to extend the campaign through
their agency, in effort to continue the statewide safe plegessage.

December 202® The Child Protection Program Manager convened a team of colleagues representing
IDHHS Contracted Services, Case Management, Foster Care and Child Care in order to begin planning
implementation of the Safe SleSfrategic Plan. Some of the key discussion points included:

T Whods at odTedmemembers Wweee asked to review the list and identify if additional people
needed to be represented:

a. IDHHS CPWs, SWCMs, Sups, Service Help Desk

b. Contracted Service Providers

c. Contracted Foster Care Caseworkers and Licensed Foster Parents

d. Child Care Staff and Providers (they have established policy around training and practice
for licensed centers and registered homes, but | will ask if they wahetmcluded in
the initiative so that we are all in alignment with our safe sleep initiatives)

e. Others we are missing?

9 Trainingd Team members were asked to review the FREE 60 min. online course through the
Institute for the Advancement of Family SuppBrbfessionals on Safe
Sleep: https://institutefsp.m/modules/infantarethe-abcsof-safesleepfor-infants
f. This may be an option vs. creating any rteaning.
g. Please let me know if you believe it will be sufficient for your program audience or if we
will need to lookat something different oadditional.

1 Representatived Team members representing Contracted Services and Foster Care were asked to
identify specific field representatives:
h. For feedback during our planning and development
i. 1 dondt antnymeepngstfoe thdseoreéprbsemadives unless deemed
necessary in théuture.
ii. We would reach out to these representatives as feedback is neeidectd
help identify tangible goods that may assist families with implementing safe sleep
practices)
i. As practce champions upon rollout
i. These practice champions would be the point people who share information we
provide regarding the initiative and are available to others in their agency for
guestions, clarification, or best practigeidance.
j-  The following fieldepresentatives were already identified for ti#HHS service areas:

49


https://hhs.iowa.gov/child-welfare/safe-sleep
https://hhs.iowa.gov/child-welfare/safe-sleep
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Finstitutefsp.org%2Fmodules%2Finfant-care-the-abcs-of-safe-sleep-for-infants&data=04%7C01%7Crriesbe%40dhs.state.ia.us%7C7989c27f9cf34bf79db508d897b4fc2d%7C8d2c7b4d085a4617853638a76d19b0da%7C1%7C0%7C637426150860417357%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=DPNHAe2OGENWU4L6KRYOsj%2FoCLe1vBf8HrKaPRTjLts%3D&reserved=0

IOWA

HHS

Position Service Area Staff Name
Service Help Central Office Stephanie Yeoman
Desk

Supervisor CRSA Kim Hahn
Supervisor DMSA Maureen Barton
CPW WISA Nicole Meyer
SWCM EISA Chad Reckling
SWCM NISA Amanda Nash

1 Tangible Good$ The team was asked to begin thinking about tangible goods that may assist families
with implementing safe sleep practices.
k. Once wedve ident i f irepceseatdtives veeiwill askforthéiriinpdt d/ pr ac
as well
I.  We will likely move forward to offer tangible goods even before trainingpispleted.

i Strategic Plad The team agreed we needed to update the strategic plan based on some of the
changes and conversati®that have occurred since it was written last year.

1 Timelined The team agreed to develop a timeline table tiat will discuss and set dates to achieve
the various activities identified.

April 20220 Due to turnover involving a number of team members and the time that had gone by since
our last collaboration, the Child Protection Program Mangexconvened the team of colleagues
representingDHHS Contracted Services, Case Management, Foster Car€hitd Care. We

resumed planning for implementation of the Safe Sleep Strategic Plan. The key discussion points were
reviewed to assure everyone was on the same page. The next objective was to identify each activity and
the timeline in which we plan tachieve each of them.

June 2023 May 2023 The IDHHS Safe Sleep Workgroup was convened in June of 2022 with 25
members, including:

1 6 Program Managers who oversee policy for intake and assessment, case management, family
centered services, foster carehildcare and tribalrelations.

1 Service Help Desk representative

5 field staff, representing Social Work Case Managers, Child Protection Workers, and Social
Work Supervisors

6 contracted staff representing Family Centered Services

2 contracted staffepresenting Foster Care

1 Early Childhood lowa representative

1 Child Care Resource & Referral of Central lowa representative

1 Meskwaki Family Services representative

=a =4

=A =4 =8 -4 =9
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1 2 public health staff, representing Child Care Nurse Consultants/Healthy Child Caeedod/
Home Visiting/Epidemiology

An activities timeline was developed in August 2022. That timeline included the development and
rollout of a Safe Sleep Toolkit that was made available #®BIHS and contracted child welfare staff in
November 2022. Idanuary 2023, a live Safe Sleep Training webinar was offeredIBHRES and
contracted child welfare staff. This training was recorded and is available to any staff who could not
attend the live webinar and for all future staff as well. One week fafigwhe training, a Safe Sleep
Tangible Goods Survey was sent tolBIHHS and contracted child welfare staff to understand where
tangible goods that promote the practice of safe sleep were already located across lowa and to
understand what is needed torther promote the practice of safe sleep. Cribs and sleep sacks were
identified as most needed, with the following additional comments/themes:

=4 =4 =4 -8 -8 A

Organizations have limited or inconsistent funding available for safegsiedp.

Unaware of any organizatiotisat provide safe sleegoods.

Organizations provide safe sleep goods onlydarticipants.

There are one or two organizations that provide safe sleep goods at limited/no cdatrities.
Organizations provide education to safieep.
My program desires to be a source of safe sleep goods ircoommunity.

This survey also produced a safe sleegpource list for lowa based on the responses provided by the
IDHHS and contracted child welfare staff who took the survey. These resources were broken down by
county and statewide access. An interactive dashboard was created with this informatioreesisth

work being done to see how this could be made available to not only staff, but public to use as well.

The workgroup plans to meet again in the fall of 2023 to discuss how the survey results will be used to
inform practice and supports and explonhat community outreach efforts would be beneficial to
better promote safe sleep throughout the state.

SAFE SLEEP INITIATIVE MEMBERS

Sara Buis

Health and Human Services
Child Welfare Policy

Family Centered Services
Program Manager

LindaDettmann

Health and Human Services
Child Welfare Policy

Case Management
Program Manager

Ryan Page (as needed)

Health and Human Serviceg
Child Welfare Policy

Child Care
Program Manager

Roxanne Riesberg

Health and Human Services
Child Welfare Policy

Child Protection
Program Manager

Nancy Swanson

Health and Human Serviceg
Child Welfare Policy

Foster Care
Program Manager

Erica Wenz|

Health and Human Services
Child Welfare Policy

ICWA/Tribal Relations
Program Manager

Stephanie Yeoman

Health andHumanServices
Service Support &raining

Service Help Desk

Kim Hahn

Health and Human Services

Cedar Rapids Service Area

Social Work Supervisor
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Ashley McLaughlin Health and Human Services Social Work Supervisor
Des Moines Service Area
Nicole Meyer Health and Human Services Child Protection Worker
Western lowa Service Area
Amanda Nash Health and Human Services Social Work Case Manager
Northern Service Area
Chad Reckling Health and Human Services| Social Work Casévlanager
Eastern lowa Service Area
Tammy Showers Boys Town Supervisor for Safe Care
Family Centered Services
Sara Barnard Families First Family Supervisor (Waterloo)
Centered Services
Alexis Lellig Families First
Family Centered Services
Mallory Morgan Families FirsEamily
Centered Services
Sara Bennion Lutheran Services dbwa Family Support Specialist
Family Centere®ervices (Davenport)
Aubrey Cruse Lutheran Services of lowa Family Support Specialist
Family Centered Services (Muscatine)

IMPROVING THESKILLS, QUALIFICATIONS, AND AVAILABILITY
OF INDIVIDUALS PROVIDING SERVICES TO CHILDREN AND
FAMILIES, AND THE SUPERVISORS OF SUCH INDIVIDUALS,
THROUGH THE CHILD PROTECTION SYSTEM, INCLUDING
IMPROVEMENTS IN THE RECRUITMENT AND RETENTION OF
CASEWORKERS

MASTIRS OF SOCIAL WORK (MSW) STIPEND PROGRAM

lowa State University (ISU) worked with the University of Northern lowa (UNI) to develop and launch
the UNI Master of Social Work Title NE Stipend Program to pilot with five curreiDHHS employees.
The program ams to support the workforce needs of IDHS by setting up a Master of Social Work
(MSW) stipend program at the University of Northern lowa (UNI). The Title IVE Stipend program is
geared toward IDHHS staff who wish to pursue an MSVCAPTA funding was uided to support the
development of the MSW Stipend Program.

The goal in FY23 was to | aunch the UNI MSW Stipen
need for additional state funding for this program, the Stipend program launch timeframe-glaede
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for the summer of 2024. The updated timeframe should provide adequate lead time to market the
opportunity, establish a UNI billing process witbHHS fiscal, and selef®HHS candidates.

Currently the UNI MSW Stipend program is on track for the identified cohort to begin in the summer

of ©624. T hIBHHES totcamtract direcsly withoUNI in FY24 to administer the stipend
program. Action items that have been completed in FY23 aondehhat are still in progress are listed
below.
Due Responsible | Completed | Date
Date Task/To -Do Item Party by Completed
Draft marketing materials, application, and
07/27/22 | interview questions for stipend program UNI UNI
applicants 07/24/22
Update the Program Process document sent by
07/29/22 | Jenny at UNI to include BSW requirements and| UNI UNI
internship guidelines 07/01/22
Send to team members outstanding items
07/29/22 requested from Kay Casey ISU ISU 07/26/22
Share withDHHS and ISU the course ISU
08/01/22 | progression/curriculum the stipend program ISU/UNI UNI
participants will take during their course of study 08/09/22
Send practicum hours (MSW Specialization ang
08/01/22 | MSW Foundation Program) and . UNI UNI
guidelines/planning for where internships can b
conducted tolIDHHS 07/13/22
Send cost allocation methodology/curriculum ISU
08/01/22 statistic documents to the team ISU/UNI UNI 08/09/22
08/05/22 | AssistIDHHS in defining stipend. UNI/HHS ISU 07/19/22
Share information on the MSW stipend progran
08/10/22 with IDHHS SAMs IDHHS IDHHS 08/10/22
Identify interview questions for candidates and IDHHS
08/17/22 interviewers fromIDHHS IDHHS/UNI UNI 09/07/22
08/17/22 | Costing allocation, budget ttbHHS ISU/UNI ISU
J +PHAd UNI 08/17/22
Develop a fiduciary process to be used by UNI { ISU
09/01/22 | submit stipend claims ttbHHS and receive fund] ISU/UNI UNI
from IDHHS. 09/06/22
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Pending items are still under discussion.
Federal Partners
04/03/23 | Region 7 Title IME questions due ISU/UNI ISU
g d ' UNI 04/03/23
Pending IDHHS to respond concerning more information IDHHS
for Feds.
Marketing
09/29/22 | IDHHS to send talking points to UNI. IDHHS IDHHS 09/29/22
12/06/22 | UNI to sendIDHHS sample marketing materials| UNI UNI 12/06/22
Draft of recruitment flier shared. Revisions
01/13/23 | recommended (language changes, date change IDHHS
Edits back to Libby at UNI. IDHHS 04/03/23
Pending | SpecifidDHHS application for the program. IDHHS
UNI will check withUNI MSW Program Director
Pending | on enrolliment details, after which craft an
acceptance letter for MSW Stipend students. | UNI
Pendin Marketing materials approved by UNI. HHS
g approves marketing materials. IDHHS/UNI
Pending | Marketing material tdDHHS for distribution. IDHHS
Contracting
11/10/22 IDHHS agrees with the Title M Stipend Plan
proposal. IDHHS
Pendin IDHHS decisions concerning FY24 Contract for
g Stipend program anebles/responsibilities. IDHHS
Pending | Initial SOW narrative draft. UNI
Pendin An agreement between UNI an®HHS will be
9 | developed. IDHHS/UNI
Pending | IDHHS Fiscal meeting. IDHHS
Pending | UNI/IDHHS contract in place. HHS/UNI
06/30/23 | ISU responsibilities cease. ISU
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Stipend Program
10/01/23 | Start of Stipend Program activities. UNI
Pending | IDHHS determines who is applying. IDHHS
Application deadline for HHS staff interested in
12/01/23 | the program. Students
12/02/23 | UNI admission process begins. UNI
Pending | Applicants are notified of acceptance. UNI
Pending | Applicants accept or reject the offer. Students
06/01/24 | Cohort starts. UNI
Pending | UNI MSW Orientation. Students
Pending | MSW Specialization Program commences. Students

DEVELOPING AND ENHANCING THE CAPACITY OF
COMMUNITY-BASED PROGRAMS TO INTEGRATE SHARED
LEADERSHIP STRATEGIES BETWEEN PARENTS AND
PROFESSIONALS TO PREVENT AND TREMILD ABUSE AND
NEGLECT AT THE NEIGHBORHOOD LEVEL

Multiple initiatives withilDHHS seek to develop and enhance commubiged programs and shared
leadership strategies to prevent and treat child abuse and neglect at the neighborhood level. While not
allthe followinginitiatives are funded directly through the CAPTA basic statetgsanh as the

Community Partnerships for Protecting Children (CPRI@scribed belowtheyare included in this

section as theyntersect closely with those that are.

COMMUNITY PARTNERSHIPS FOR PROTECTING CHILDREN (CPPC)

CommunityPartnerships for Protecting Children (CPPC) is an approach that neighborhoods, towns,
cities, and states can adopt to improve childrend
develop partnerships across collaborative networks to implement priéee strategies, provide early

interventions, and share responsibility for the wia#ling and success of all children and families. The

State of lowa recognizes that the child protection agency, working alone, cannot keep children safe from
abuse and negtt. It aims to blend the work and expertise of professionals and community members to

bolster supports for vulnerable families and children with the goal of preventing maltreatment or if

mal treat ment occurred, repeat itsalwayrofevarkimaitnt . CPPC
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families and communities to help services and supports to be more invitingoaesed, accessible, and

relevant. CPPC incorporates prevention strategies as well as those interventions needed to address

abuse, once identifie@€PPCs work to reduce negative childhood experiences, promote everyone's
responsibility in supporting children and families around safety, permanency, including both family and

kinship connections, andwdlle i ng, and i s of si gmtifi cant value to

The Community Partnerships Executive Committee has updated the CPPC vision, values, and core
principles to reflect language that is more family friendly, engaging and aligned with current language and
trends in child welfare practice. The updat€®PC philosophy statements include:
9 Families and youth are the experts in what they need to be successful.
1 Children do best in families, and should be with their own families, whenever possible.
1 Families are stronger when all members, including caregarersafe from abuse.
9 Local communities benefit from shared decisioaking among families, youth, and community
partners to shape their own strategies in response to community needs.
1 Integration of equitable and culturally responsive approaches to ressuprograms, and
supports is essential to meeting the needs of diverse families, youth, and communities.
9 Supports and services should be linked and accessible in the communities in which
families live.
9 Parents, caregivers, and youth are vital to makicglland statewide policy and
practice changes to services and systems which impact them.
9 Efforts to reduce abuse and neglect must be closely linked to broader community
initiatives and priorities to strengthen protective factors and improve child/family
well-being.
9 Families and youth need supportive communities to authentically engage with them for healing,
connection, and to offer a sense of belonging.

The longterm focus of CPPC is to support children and families to be safe, remain intact, anccenhan

child and family welbeing by changing the culture around social norms and attitudes to improve child

welfare processes, practices, and policies. The approach involves four key strategies implemented

together to achieve desired results: Shared Deciditaking, Community Neighborhood Networking,

Family and Youth Centered Engagement, and Policy and Practice Change. It is through this philosophy,

and many years of dedication to the development of the four strategies and implementation, that
initiativesflar i shed with CPPC&6s suppor t-Maingdeathsswhamough CPPC
partnered |l ocally to tailor the CPPC approach to

Many of the lowdepartment ofHealth and Human Serviced®HHS) child welfare statewide initiatives
started with CPPC sites piloting innovative ideas focused on child welfare policy and practice changes.
These initiatives have included but are not limited to Family Team/Youth Transition Deklaking,

Parent Paners, Cultural Equity Resources, Parent Cafes, and the development of the Connect and
Protect consultation teams and the infusion of the Safe and Togetmodel, which is a paradigm shift
towards a more domestic violence informed child welfare system.

One of the most noteworthy aspects of CPPC is the structure to engage both professionals and
community members, including parents and youth with lived experiences, in helping to create safety,
permanency and welleing supports for children and familiegheir own communities. Statewide for

SFY 2022, there have been approximately 2,700 (86%) professionals add%}&ommunity members
involved in the implementation of the four CPPC strategies. Throughout this SFYy2@2 beriod,

CPPC sites held 406 ents and activities with 53,545 individuals and families participating in community
awareness activities to engage, educate and promote community involvement in strengthening safety,
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stability and welbeing for children, youth, and families, and increaasbuild linkages between
professional and/or informal supports.

CPPC DATA

CPPC sites collect performance outcome data on the implementation of all four CPPC strategies.
Transition from the former Individualized Course of Action (ICA) strategy to tigsv Family and Youth
Centered Engagement Strategy (FYCE) took effect for the CPPC sites to begin utilizing with their
planning for SFY 23. The change from the ICA strategy to FYCE coincided with an overhaul of the
annual plan and reporting form the CPP&s required to complete regarding their annual plan for
implementation of the four strategies and subsequent reporting on progress submitted tDittéS
Program Manager each year. The first full year of reporting on the new Family and Youth Centered
Enggement strategy using the revised planning and reporting template for SFY23 will be submitted by
CPPC sites tdDHHS in August 2023. As a result, the below reporting on the implementation of the
four strategies by the CPPC sites is based on reporting Fof 3022, the former ICA strategy, and the
previous report form and implementation levels.

Currently, forty CPPC local decisiemaking groups, involving ninetinety counties, guide the
implementation of CPPC. Data detailed below on the four key strategieghe CPPC Approach is
summarized from the annual reporting period of 7/1/2021 through 6/30/2022:

1) Shared DecisionMaking (SDM): Communi ty Partnershipsd foundatio
responsibility for the safety of children. Organized sharedisionmaking committees guide the
partnerships, which include a wide range of community members and organizations, public and
private child welfare and juvenile justice, parents, youth,|BRHS to work collaboratively.

1 Eightyeight (88%) of the sitesald community member representatives involved with SDM or
one or more of the four CPPC strategies.

1 Ninety-five (95%) of the sites had a former client and/or Parent Partner representative involved
with the SDM team or one more of the four CPPC Strategies.

1 Ninety-three (93%) of the sites had representatives from domestic violence, substance use, and
mental health agencies.

1 One hundred (100%) of the sites had representatives from public and private child welfare
agencies, and/or child abuse prevention.

An example of Shared Decision Making in action includes the Linn County CPPC had identified
refugee families resettling in the community needed car seats. A barrier to car seat education and
installation events was the requirement for families to have their oamto participate. The Shared
DecisiornMaking Team worked with car seat technicians to modify their policy, allowing one car to
be utilized by multiple families for education on how to install a car seat. In collaboration with the
CPPC and community ageas coordinating the event, interpreters and translated materials were
also available for families in their preferred language.

2) Neighborhood/Community Networking (N/CN): Focuses on engaging and educating partners and
promoting community involvement to strengthen families and create safety nets for children.
Partnerships build linkages and relationships among professionals and informal supports.

1 One hundred percent (100%f the sites involved in community awareness activities and/or
increased linkages between professionals and informal supports.

57



IOWA

HHS

1 Seventyseven percent (77%) of the sites developed and/or increased organizational networks,
linkages, and collaborations in tbemmunity to support families. Examples include but are not
limited to: Neighborhood Hubs, 24/7 Dads, Community Equity Teams, Parent Cafes, and
Community Events/Activities/Programs. Examples of Neighborhood/Community Networking
Activities includes:

0 Scott County CPPC supported the Apartment in a Suitcase program to provide youth
who are transitioning to adulthood from system involvement and opportunity to utilize
funding to prioritize items they needed for their own household. Youth worked on
budgetig choices with their Aftercare Coordinator to prioritize what they needed
most.

0 Car seat safety check events. Linn County CPPC hosted a car seat for immigrant and
refugee families and provided interpretation services and translation of materials at the
event. The CPPC also worked with car seat technicians to make an exception for
families who attended to have their own vehicle to participate, as many refugee and
immigrant families rely on other transportation, such as ride sharing companies, buses,
or relatives and informal supports for transportation and do not own a personal vehicle.

0 Mahaska CPPC supported a community wide event to support unhoused services and
supports in the county with volunteers through their CPPC.

0 Woodbury County CPPC funds Essentits for pregnant and parenting teens, which
include items not covered by SNAP or WIC benefits such as paper products, hygiene
items, household supplies, diapers, and wipes.

0 Cass, Mills and Montgomery CPPC supports the STEPS program, which strivegeo utili
the cooperative and collaborative planning efforts of communities, parents, courts, and
providers to improve the child welfare system and to support families involved in Family
Treatment Court. Program supports include providing sober, fafnigndly ativities to
build informal supports and reward successful transition to a sober lifestyle for the
safety and benefit of children.

0 Hardin County Helps, started as a social media page, or hub through the Hardin County
CPPC, as an online opportunity to idéiytdonations of items such as household goods
for families in need. The social media site grew into an onsite warehouse for residents
to donate goods such as housewares, clothing, and appliances, and for individuals and
families in need to have accessgmods free of cost.

0 Polk County CPPC Coordinator met with neDHHS child welfare staff in Polk Co. to
present on CPPC and the benefits of being connected with CPPC. Provided a similar
presentation to the local housing authority on CPPC strategies and thaySPPC can
support local providers.

0 Cass, Mills, and Montgomery Counties CPPC provide Circles of Support to individuals
and families through weekly Circles meetings and a shared meal.

o0 Numerous community trainings hosted by CPPCs throughout the statmpits such
as Trauma Informed Supervision, ACEs 360 Learning Circles, Youth Mental Health First
Aid, Crisis Intervention and Stabilization, Anxst (Anxiety) awareness, domestic violence
awareness, Connections Matter, CPPC informational presentations| aaciaultural
equity focused training, Human Trafficking, Caring and Working with LGBTQ Identified
Individuals, etc.

3) Community-Based Family Team DecisiorMaking Meetings (CBFTDM) and Individualized
Course of Action (ICA): Individualized Course of Actiogenuinely engages families and youth to
identify strengths, resources and supports to reduce barriers and help families succeed. Family team
approaches seek to identify and build on strengths so the family can successfully address issues of
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concern.(Note:IDHHS transitioned away from FTDM mode and to the utilization of Solution Focused
Meetings in July 2021.CPPCs have transition to the Family and Youth Centered Engagement Strategy as o
July 1, 2023. The below reporting is on the SFY22 repoiting year.
1 Three (8%) of the CPPC sites implemented Community Based FTDM/YTDM meetings in the
community (norchild welfare involved families).
1 Fourteen (14) Community Based FTDM/YTDM meetings occurred in the communitycmitch
welfare involved families).

A few CPPC®ave continued to hold CBETDM meetings in their area. One example is Cass, Mills,

and Montgomery Counties CPPC continues to suppor
Health. Famikfeam Meetings. Support through CBFTDMs is focused on housing irtgtgdaibr

home conditions, child hygiene,-parenting issues, child safety, child with special needs,

parent/child interactions, and building healthy support systems.

4) Policy and Practice Change (PPC)Community partnerships test innovative approachesnpote
best practices, and influence system changes to serve better families and children. Policy and Practice
Change involves community members, as well as youth and families directly impacted by the child
welfare system, to develop and implement planaddress specific barriers and incorporate best
practice approaches in the delivery of services.

1 One hundred percent (100%) of the sites identified a policy and/or practice change.
1 Fiftyfive percent (55%) of the sites developed plans to address policy and practice changes.
1 Twentyfive (25%) of the sites implemented policy and practice changesy Bod practice
changes include: addressing service gaps; strengthening communication between HHS and
community partners; prevention of rabuse; stronger collaborations with domestic violence
agencies; addressing community needs such as transportatiohsdourity, housing, human sex
trafficking, disproportionality, and disparity in child welfare; and increasing community culturally
responsive services and supports.
1 Additional examples of local CPPC Policy and Practice Change activities include:
0 WapelloCPPC utilized a Plan Do Study Act in conjunction with their county Equity
team to i mplement a communit yOtanmad eness can
o0 Youth and parents with lived experience serving on CPPC teams to provide input and
voice into policy and gactice changes.
o Utilize CPPC SDM team to share organization surveys and questions to gather
information regarding the need for policy and practice change.
o Parent feedback on policy and practice changes, as well as strengths and needs of
available servicemnd supports in the community, through avenues such as Parent Cafes.
o Utilizing training and planning efforts in the community through a Healing Centered
Engagement framework for ensuring equity focused services, responding to the needs of
immigrant and rlugee families, and hosting parent listening sessions and Parent Cafes to
engage with families, providers, and policymakers on needs and concerns of families in
the community.

CPPC IEVEL SUMMARY

CPPC sites report a specific level4) for each strategy obtained during the year. Sites received training
on requirements to meet each specific level and written materials to assess the level for each strategy.
To achieve desired results, simultaneocupliementation of each of the four strategies must occur.
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Moving through the levels of each strategy involves the CPPC sites first identifying or developing plans
for activities to identify community needs and plan strategies within the lower levelshamanove
toward implementation of their plans as the sites advance through the levels. CPPC sites must also
continue to build their Shared Decisidviaking Team representation as they move through the levels,
including involving representatives from donesiolence, substance use and mental health partners.
CPPC sites are to include members who represent the demographics and diversity of their
communities, in addition to youth and parents with lived experience reflected through current or
previous involvement in the child welfare system. Parent Partners are routinely included on Shared
DecisionMaking Teams to:

9 provide input and parent voice in the local CPPC through lived experience,

1 educate other members and the community on the Parent Partner program,

1 lead or participate in collaborative programs in the community, and

9 patrticipate in policy and practice changes in child welfare.

Plans and strategies to increase linkages for informal and professional supports for families in need and
increasing collalrations across child welfare and community partners are further reflected through
Neighborhood Networking activities as the site moves through each of the level®HSS practice

and services have shifted to incorporate systemically many concepts tRa €frted and

implemented (e.g., Family Team Decididaking (FTDM), Youth Transition Decisitaking, and Parent
Partners), there was a shift in the responsibility of the CPPC network, and thus modifications occurred
to the expectations of the levels.

Chart A shown belowsummarizes the average level achieved for each strategy based on reports from
40 sites for the last 5 years. CPPC sites fluctuate in level of implementation based on several factors
such as CPPC Coordinator transition, Shared Decid#aking Team membership changes and

transition, changes in collaborative relationships with related community coalitions and an identified
need to reconfigure and reset the local CPPC structure and associated strategic goals and planning.
IDHHS anticipateshiat CPPC sites will fluctuate through the levels in achievement over time with these
changes, in addition to changes in community needs and starting new collaborations and initiatives. The
averages reflected in Chart A includes data from reporting for 282@ for the previous four years.

Chart (A): Average Level for Each Strategy for all CPPC Sites Reporting
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*CPPC sites were not required to identify a level of implementation on the ICA strategy
in SFY 2022 due to the transition the Family and Youth Centered Engagement Strategy.

CPPC Coordinators have received training and guidance on completion of their CPPC Annual Plan and
Progress Summary report, which reflects their planningasskssment of level achievement and

progress in each strategy. The reporting document was updated for use in SFY 23 to be more user
friendly and applicable to capturing the progress and impact of the CPPCs.

COLLABORATIONS

CPPC engages in collaboratiorttwarious state programs and practice partners in a variety of ways.
CPPC and the ICAPP program collaborated again this year to hold joint fall regional meetings in
September 2022. Feedback received from attendees is that they appreciate the oppoxuatiigmd

the meetings together, learn from one another, and share information relative to efforts where CPPC
and ICAPP programs intersect in communities. Additional collaborations are engaged through the CPPC
Statewide Convenings and Regional Meetings.

CPPC sites are highly encouraged through the Family and Youth Centered Engagement Strategy to
engage with parents and youth who have lived experience in child welfare to have their input on SDM
teams, as well as represented in other important intersectiohthe work within the CPPC Approach,
including racial and cultural equity. This work requires afgoimg collaborative and culturally

responsive approach and joining youth, parents, and community members at diverse times (often after
hours) and locationgnot necessarily where regular meetings occur) where people feel comfortable, that
is accessible to them in their neighborhoods and made available at times they can gather.

The ability to host virtual or hybrid meetings provides additional equitable appities for those who

have access to virtual spaces to join into meetings. Continued guidance is provided to CPPCs to focus
their efforts on equitable planning of activities and ensuring parents, youth, and diverse members of
communities are engaged ftreir input, feedback, and involvement. Opportunities to learn more about
how to engage youth and parents with lived experience, and the benefits, have been highlighted at the
CPPC statewide learning convenings and the CPPC Regional Meetings. The trémsiteoFamily and
Youth Centered Engagement strategy amplifies this focus.

CPPC EDUCATION, TRAINING AND SUPPORT

CPPC coordinators, child welfare system and practice partners, community members involved in local
Shared DecisioMaking teams, and CPPGremunity networks attend the Statewide Learning

Convenings, Regional meetings, and Immersion trainings for learning opportunities, networking, idea,

and strategy sharing, and to celebrate successes. Workshop and presentation topics focus on application
of the CPPC Approach, trends in child welfare; local and statewide resources and programs; strategies
for engaging communities; and ideas and action planning for application of information across CPPC local
sites. These opportunities to learn and collaboraten c r ease t he CPPCO0s capacity
and assess gaps in developing plans to meet the needs of children and families in their respective
communities. Two CPPC Statewide Convenings and six Regional Meetings were held in SFY 23. Topics
includedthe importance of economic and concrete supports as prevention, safe and stable housing in
communities, mental health and youth engagement, strategic planning and leveraging local resources,
cultural equity and community partnerships, and the Resilienti@onities pilot inWapello County
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PARENT CAFES

Parent Cafés is an initiative which has been piloted and promoted through CPPC. CPPC sponsored the

initial rollout of Parent Café facilitator and host training through working with the Be Strong Families
organization in lllinois. In 2018, over 150 individuals were initially training in the Parent Café model. The
Parent Caf® model al | o ws-refeationtandpeetn-gpeetlearniogi ndi vi dual
opportunity for participants to explore their stregths, learn about the Protective Factors, and create
strategies from their own wisdom and experiences
(https://www.bestrongfamilies.o)gParent Cafés occur in a variety of locations across the state and

includes parents in family preservation courts, Parents as Teachers participants, parents of children at
various ages and stages, teen parents, fathers, refugees, kinship caregivaterand

From May 2022\pril 2023, CPPC networks reported hosting 42 Cafés in their local communities, with
approximately 470 attendees. Parent Cafes are being held both virtually and in person, with a variety of
attendees including, parents of ggehoolage children, young parents, grandparents, schools, parents
who are being supported in the Parent Partner Program, Family Treatment Court, and general parents
in the community.

TRANSITION TOFAMILY& YOUTH CENTERED ENGAGEMENT (FYCE)RATEGY

In response to review of the four strategies guiding the CPPC approach, and to support innovative
activities built from the community to fill the gaps in the prevention continuum, the Family and Youth
Centered Enggement (FYCE) strategy has rolled out as the next iteration of the Individualized Course
of Action strategy. The FYCE strategy is defined similarly to Individualized Course of Action, which is to
genuinely engage individual families and youth to idesttéfiggths, resources, and supports to reduce
barriers and help families and youth succeed.

The FYCE strategy provides the CPPC sites increased flexibility to plan, support and implement local
activities based on identified needs for children, youth, fandlies in CPPC communities, and to
authentically engage youth and families alongside planning, inglesiga, and evaluation of CPPC

activities through the FYCE strategy. The strategy further provides new opportunities for local
innovation to fill gap in the prevention continuum through an equity lens and to facilitate community
based approaches to strengthen Protective Factors, support activities and programs which are culturally
responsive, and meet the wdiking needs of children, youth, and famsil

The purpose of the FYCE to genuinely engage individual families and youth to identify strengths,
resources, and supports to reduce barriers and help families and youth succeed. The FYCE strategy
provides increased flexibility for activities whilentering family and youth engagement; allows site
opportunities for innovation and to tailor activities to meet local needs; supports activities that promote
Protective Factors and equitable child and family-imeithg for families at increased risk; andyides
opportunity for community resource coordination approaches.

Within the FYCE strategy, CPPCs have increased opportunity to plan and facilitate activities to build
trust and connection with under resourced communities, engage with parents and yiththwed
experience as key partners in decision makinggi@ation and participation in activities to build
community connections, strengthen protective factors and resilience, and provide input into policy and
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practice changes. Parent Cafes, CircleSwpport, peer mentoring programs, activities connected to
Family Treatment or Wellness courts, and youth/parent led councils and committees are all examples of
potential activities within this strategy. As Youth Transition Decision Making (YTDM) traioiriopoes

to be available for interested community facilitators to attend, Community Based YTDMs are also an
activity for the CPPCs to implement under the FYCE strategy. The menu of activities for the FYCE
strategy is not all inclusive and allows for in@ed flexibility to the approach for CPPCs to meet local
needs.

One example of how a CPPC has demonstrated initial implementation of the FYCE strategy is through a
collaboration between local youth involved in AMP (Achieving Maximum Potential) and students
attending a local alternative school engaged with local Shared Decision Making (SDM) members to form
a combined committee of SDM team members and youth. The group works together on community
projects and to build connections within the community. This imatuded creative arts projects for
community beautification, working with the local library to set up a youth game check out, and youth on
the committee teaching adults how to use the design platform Canva. The committee has also attended
Understandingrhplicit Racial Bias together and is opening their meetings using activities from the
Courageous Conversations Toolkit.

CPPC PLAN/REPORT REVISIONS

A workgroup comprised of CPPC Coordinators, Decat Coordinators, abtHHS Community Liaisons

was convened ifall 2021 to begin reviewing the CPPC annual plan/report document template to

provide feedback and suggested changes. As a result, the workgroup determined that the level system of
measuring implementation of the four strategies has not been as effectigeant years in capturing

the CPPC progress on activities. As the CPPC Approach has now been implemented in lowa for over
two decades, it was determined that measuring the impact and outcomes of the work of the CPPCs may
be a more useful approach to emating the effectiveness of the CPPCs beyond a focus on the levels of
implementation.

Along with including the updated changes to the FYCE strategy in the revised plan/report document, the
additional goal of the revised plan/report template is to bettapture priorities and planning of the

local CPPC goals and activities, and to report on end of year outcomes of the activities, as well as
successes, highlights, and challenges, and to better illustrate the impact of the CPPCs across
communities. Thoughhtk levels are no longer part of the CPPC measurement on the revised report,

the activities within the CPPC strategies have remained the same, apart from the new FYCE strategy.
The focus has instead shifted to reporting not only plans for the activitigsalbo utilization of data in
planning for priorities and goals/activities for the year, and to increase tracking and report on outcomes
of CPPC activities and their impact on their communities.

As the CPPC sites have not yet completed a full reportiegryon the new plan and report template,
information on the outcomes of the reporting changes is not available at the time of the writing. The
CPPCs have utilized the new template to submit their CPPC plans for SFY 23. Included in the revised
plan and repding template is the ability for the CPPCs to capture their planning priorities for the year.
In analyzing the plans for SFY23 year, CPPCs identified priorities in the below summarized category
areas for planning (not all inclusive):

1 Parent/Youth Engagem#Programing
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Community Recruitment/Engagement

Cultural Equity/Diversity Equity and Inclusion/Disproportionality in Child Welfare
Mental Health/Mindfulness/Trauma Informed

Child WellBeing/Family Stability/Safety

Community Resource Coordination

1 Family Centered Programming/Parent Education/Parent Cafe

= =4 =4 =4 A

Upon submission of the summary reports for SFY23 in the updated template, CPPCs will be tasked with
identifying progress on their priority planning areas for the year, and how their completediastivit
advanced their identified priorities and met intended outcomes to address identified needs in their
communities.

The revised plan and report template has also provided opportunity for CPPCs to provide in their plans
requests for training and suppoaround specific areas such as cultural equity focused training or to host
an RPI or UIRB learning exchange, assistance with connecting to other CPPCs for resources and
consultation, support on how to increase engagement with youth and parents, growttesetbpment
strategies for SDM teams, and request for provision of materials such as the Courageous Conversations
Toolkit or the CPPC Brochure. Work has occurred this year to track on requests from the CPPC plans
and respond through consideration of topifts shared learning opportunities such as the CPPC

regional and statewide convenings, reaching out to the CPPC sites directly to provide support, and
determining next steps for strengthening how support and technical assistance can provided to the
CPPCs itectly from the CPPC state team around requests in the CPPC plans over the next year.

Training was provided to CPPCs by tHeHHS Program Manager in March 2022 on the revised CPPC
plan/report document and the FYCE strategy rolloidditionally, the CPPCs were provided a guidance
document to supplement the revised plan/report template, resources for more information around
implementation of the FYCE strategy for the CPPC sites to reference and utilize, and a completed
example plan/ngort for their reference. These materials were distributed again to the CPPC sites in
March 2023 in preparation for completion of annual reports submitted in May for SFY24.

CPPC REVISED LOGIC MODEL/BROCHURE

The HHS Program Manager collaborated with then@ounity Partnerships Executive Committee

(CPEC) this year to revamp the original CPPC Logic Model. This revamp included review and revision of
the CPPC vision, values, and core principles, as well as the addition of the FYCE strategy. Core revisions
incluced updated language to be more family friendly and less service oriented -egpigyed, and to

better align with current child welfare practice. The results of the CPPC survey project also informed

key changes. The goal for the updated CPPC Logic Msdelutilize the model as a working document

for the CPEC to evaluate if the CPPC implementation and activities are effective, on track, and if the
identified outcomes are being met.

The indepth CPPC Brochure went through a thorough process of updatesravisions throughout the

last year. The CPPC Brochure design was revised with new visuals, utilizing the style guide and colors of
HHS. The updated language in the CPPC vision, values, and core principles is reflected in the updated
brochure. Youth angbarent quotes have been included describing their experiences participating in their
CPPC. Updated examples of activities the CPPC has implemented within each of the four strategies
were also included, as well as data points from key initiatives actittatedigh the CPPC including
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Parent Cafes, the Parent Partner Program, and the Learning Exchanges, Race the Power of and lllusion
and Understanding Implicit Racial Bias, which are frequently hosted by CPPCs in communities across
lowa. The updated CPPC Broateuwill be rolled out to the CPPC regional meetings in June 2023.

SFY24 PLANNING

The CPPC Program Manager will continue to initiate strategic development and guidance regarding the

Family and Youth Centered Engagement strategy to continue to bolster @#&x@s to embrace the
strategy across the state. Work will continue over the next year to revise key informational materials
for the CPPC, revisions to the CPPC Practice Guide, and facilitation of training and learning
opportunities through the CPPC Statede Convenings and Regional meetings, and CPPC Immersion
Trainings to enhance these efforts through local examples of implementation, collaborative
opportunities for leveraging resources, and site to site networking. The CPPC State Coordinator will
also hcrease direct support and technical assistance to the CPPC sites in the next year.

STRENGTHS AND OPPORTUNITIES FOR IMPROVEMENT

Below is ausnmary of the strengths and opportunities for improvement for CPPC collaborative efforts and

system impact:
Strengths:

T

Engaged diverse network of state agencies, commbaigd programs, Parent Partners,

and community members to review services and supports and work towards addressing the
gaps in services and supports.

CPPC builds linkages between formal arfdimal supports, bridges prevention and tertiary
approaches, strengthens awareness and streamlines community resources.

CPPC networks provide opportunities to pilot, support, and implement child welfare policy
and practice changes (e.g., Parent Partr@ustural Equity, and Parent Cafes).

After collecting feedback from the sites regarding a basic framework for CPPC approaches
to grow locally, CPPC Coordinators and CPPC sites across the state received an extensive
manual and the CPPC Practice Guide. The CPPC Practice Guide is a tool tised in
introductory (Immersion 101) and advanced sessions to increase the knowledge base of
local coordinators and key decisianaking members in the communities they serve.
Community Partnership Executive Committee reviews the CPPC level data, program
initiative progress and determines educational and technical assistance needed by the sites
to advance the CPPC Approach.

Regular updates to the CPPC brochure for distribution among communities to increase
awareness of the CPPC approach and to continuetoeduea si tes on t he f
revised levels and the CPPC practice manual.

Further expansion of the Parent Café model to for building formal and informal supports for
families in communities.

CPPC sites collaborate with lowa HHS Cultural Equity Resauiecel county Equity Teams

for child welfare to educate child welfare systems, practice partners and community
members on utilizing available tools for promoting systemic changes to reduce minority and
ethnic disproportionality in the child welfare system.

Evaluation of the CPPC Approach through a statewide survey and focus groups project has
helped guide and shape-eavisioning of CPPC to modernize the Approach and align with
current child welfare trends.
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1 Implementation of the new Family and Youth CenttEengagement strategy, based on
feedback extensive feedback from CPPCs, stakeholders and partners on how to improve
upon the former ICA strategy by more flexible to meet the needs of communities rather
than a one size fits all approach with CB FTDMS.

1 FYCEstrategy will increase focus on authentic engagement of parents and youth with lived
experience at the local level.

1 The revised CPPC plan/report document has an increased focus on capturing the work of
the CPPCs, and on outcomes of their activities.

1 Opportunities for collaboration and service mapping with the Early Intervention Services
area of the Family WeBeing and Protection Division.

Opportunities for Improvement:

T Work to increase sitesd understanaodiassegs of chi
community needs, drive planning and decision making and track changes and outcomes.

1 Develop additional resources for sites to understand how to identify and implement policy,
practice changes, and engage youth and parents with lived experighée pnocess.

1 Continue to identify opportunities for collaboration and community engagement through
CPPCs around Family First Implementation.

1 Continued evaluation of the CPPC Approach as all stakeholders stand in partnership with
HHS and communities todst support children and families. This will ensure alignment of
CPPC within the prevention continuum and further contribute to positive outcomes for
children and families in the community.

1 Continued support to CPPC sites implementation of the revised Kaanid Youth Centered
Engagement Strategy (formerly Individualize Course of Action) to be successful in their
efforts.

9 Provide continued guidance and support to CPPC sites to center equity and
develop/support culturally responsive approaches in their conitias.

9 Evaluation analysis of the revised CPPC annual plan and report.

IOWA CHILD ABUSE PREVENTION PROGRAM (ICAPP) & COMMUNITY
BASED CHILD ABUSE PREVENTION (CBCRROGRAM

The lowa Child Abuse Prevention Program (ICAPP) isltlvea Department ofHealth andHuman

S er v IDHES) fdrenfost approach to the prevention of child maltreatment. ICAPP is based on the
premise that each community is unigue and has its own distinebgths and challenges in assuring the
safety and welbeing of children, depending upon the resources available. Therefore, ICAPP is
structured in such a way that it allows for local Commuritya s ed Vol unt eer Coal i ti on
to apply for programunds to implement child abuse prevention projects based on the specific needs of
their respective communities. Many of these coalitions or councils are CPPC sites (as described in the
previous section), while others focus solely of child abuse preveatigiwork in partnership with

CPPC. Although this program receives state and federal funding from a variety of sources, lowa
allocated $100,000 of CAPTA for SFY-24 contracts. In addition to the local projeci§HHS

contracts with an external administtor to provide technical assistance, contract monitoring, and
program evaluation services, however those supports are funded under different sources.

For State Fiscal Year (SFY) 2&88.CommunityBa s ed Or gani zations or o0Counci
99 counties, were awarded a total of 50 unique service contracts under ICARRap of the projects
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that were awarded ICAPP funds, and the specific tyffesrvices funded by county, can be found in
Appendix A. It is noteworthy to mention that over the course of the past 5 years or so the program
has continued to move towards targeting services to communities most at risk for maltreatment. Of
the 17 hidpest risk counties (identified with a star on the map2 of the counties are currently funded
for one or multiple services under the program.

Services funded under the program are especially geared toward families with one or more risk factors
for abwse, such as young parents, families at or near poverty, families parenting a child with a disability,
families with young children®years), and families with a history of abuse/neglect, mental illness,
substance abuse, or domestic violence. Funds wemrded through local Councils for the following
types of services:
1 Home Visitation Senvicesluntary evidencéased homevisiting models
o Funded through CBCAP
9 Parent Developm@nparent support, education, and leadership
0 Funded through a blended fund that includes CAPTA State Grant
1 Sexual Abuse Prevefitibralthy sexual development, and adult/child focused sexual abuse
prevention education
o Funded through a statgpropriation.
1 Resilient Communities Demonstration Prajeetull description thabllows.
0 Funded through a blended fund that includes CAPTA State Grant

Resilient Communities Demonstration Projectd newly funded project in SFY 2021 (beginning July 1,
2020) under ICAPP is the Resilient Communities DemonistnaProjects (RCDP). There is a significant
body of research around what makes individuals and families more at risk for maltreatment, but public
health approaches in recent decades have also brought to light that impact of the environments,
communitiesand systems families exist within. There is growing interest in exploring community level
risk, social norms, and policies/practices that have an impact on family safety abdimgell Therefore,
ICAPP decided to lead these efforts through a unique pesject call Resilient Communities.

These projects were targeted to the 17 highest risk counties in the state. A multivariate risk analysis
was conducted, and counties were ranked based on the aggregate standard deviation from the state
average on 1@actors correlated with child maltreatment. Of the 17 counties identified as eligible to
bid, 14 counties applied for funding and 4 counties were selected for SFY ZD24 Moines, Lee,
Wapello, and Woodbury.

Grantees were presented with a number of aptis/models and asked to utilize/select community
assessment models that worked best for their needs, community, and/or target population. Needs
Assessments were due June 3021,and informed strategic plans completed in FY 2022. Funding
continues to suport the implementation of the strategic plans, which are structured to include
frameworks from the following models developed to support community level change:

1 Community Readiness Model (SourceTIri-ethnic Center for Prevention Research
0 The Community Readiness Model was developed -&tlimcTCienter to assess how ready a
community is #ddress an issue. The basic premise is that matching an intervention to a
communityods | evel of readiness is absolutel
are likely to fail because community members will not be ready or able Tmrespond.
maximize chances for success, the Community Readiness Model offers tools to measure
readiness and to develop stpgeopriate strategies.
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1 Community Toolkit (SourceKU Center for Community Health and Developmégnt

(0]

The Communifyoolboxs a free, online resource for those working to build healthier
communities and bring about social change. Our mission is to promote community health and
development by connecting people, ideassamaes.

1 Collective Impact (SourceCollective Impact Foruin

(0]

The Collective Impact Forum exists to support the efforts of those who are practicing collective
impactin the field. While the rewards of collective impact can be great, the work is often
demanding. Those who practice it must keep themselves and their teams motivated and moving
forward.

The Collective Impact Forum, an initiative of FSG and the Agpdfohustitfor Community
Solutions, is the place to find the tool s &
expanding network of fikeded individuals coming together from across sectors to share

useful experience and knowledge and therdbyatiogethe effectiveness, and further

adoption, of the collective impact approach as a whole.

1 Essentials for Childhood (SourceCenters for Disease Control & Prewdion)

(0]

(0]

Young children experience their world through their relationships with parents and other
caregivers. Safe, stable, nurturing relationships and environments are essential to preventing
child abuse and neglect. Eheentials for Childhood Framéncludes strategies to promote
relationships and environments that can help create neighborhoods, communities, and a world
in whib every child can thrive.

The Essentials for Childhood Framework is intended for communities committed to both,
promoting the positive development of childrimalesand preventing child abuse and
neglect. The framework has four goal areas agstsgggtegies based on the best available
evidence to achieve each goal. The four goal areas include:
A Goal 1: Raise awareness and commitment to promote safe, stable, nurturing
relationships and environments and prevent child almesgesnd
A Goal 2: Usdata to inforractions.
A Goal 3: Create the context for healthy children and families through norms change and
programs.
A Goal 4: Create the context for healthy children and familiepthicegh

1 Strengthening Families and Protective Factors Framewor  k (SourceCenter for the
Study of Social Polipy

(0]

Strengthening Families is a resiedincined approach to increase family strengths, enhance
childdevelopment, and reduce the likelihood of child abuse and neglect. It is based on engaging
families, programs, and communities in building five key Protective Factors.

A Parental resilience

A Social connections

A Knowledge of parenting and deialopment

A Concrete support in times of need

A Social and emotional competence of children

1 Systems Thinking (SourcelWaters Center for Systems Thinkihg

(0]

Systems thinking is a transformational approach to learningsqkabéeamd understanding
the world. Systems thinking helps people of all ages and walks of life see beyond the heart of a
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problemto findfararmié t i ng sol utions that deliver ben
recognizing that the big picture is rarely static, but almost always a web of factors that interact
to create patterns and change hipfienthet i me. It
classroom, the boardroom or around the kitchen table.

0 The Waters Center utilizes a setaifits mncepts angbolsto bring this learning strategy to
educational, community and business settings.

1 Positive Community Nor ms (Source: The Montana Institute)
o Positive Community Norms is an approach to prevention, manage change and foster

transformation, and grow healthy norms and positive protective factors. The Science of the
Positive focuses on how to measure and grositilie py transitioning from a preblem
centered frame to growing healthy, positive protective factors that already exist in communities.
While acknowledging that suffering and harm does occur, the approach seeks to promote
values and strengths of a conitynithereby impacting culture and perceptions and creating
transformation towards health promotion.

Resilient Communities Demonstration Projects spent SFY 2021 undergoing a community wide
comprehensive Needs AssessmefRbllowing that, projects leadsid communitiesinderwenta

Strategic Planning initiative for the remainder of thgefr project period. Projects can begin shifting
funding to direct services to families in years 8f the project, though services must align with the

finding of the Neds Assessment and the Strategic Plan developed in the first two years. Since these
projects just began, they are not able to be reported on in terms of evaluation, but a community survey
was completed during FY 2028023 to gather baseline data. This yvooked both at RCDP

communities and other communities throughout the state, to assess awareness of resources, the issue
of maltreatment, parenting behaviors, perceptions of community attitudes, and resources/supports in
communities. Additionally, eagimoject has identified impact areas they seek to improve, as well as
baseline data related to goal areas. A follow up survey is planned for FY 2025 along with in depth
evaluation of progress towards each projectds goa

CHILD ABUSEPREVENTION PROGRAM ADVISORY COMMITTEE

CAPTA funds are also utilized to support the work of the Child Abuse Prevention Program Advisory
Committee (CAPPAC), under the IDHS Human Services Council, the primary advisory body which
oversees all activities of éhDHHS. The duties of this committee are outlined in lowa Code and
include:

a. Advise the director of human services and the administrator of the division of the
department of human services responsible for child and family programs regarding
expenditures of funds received for the child abuse prevention program.

b. Review the implementation and effectiveness of legislation and administrative rules
concerning the child abuse prevention program.

c. Recommend changes in legislation and administratles ta the general assembly and the
appropriate administrative officials.

d. Require reports from state agencies and other entities as necessary to perform its duties.

e. Receive and review complaints from the public concerning the operation and management
of the child abuse prevention program.

f. Approve grant proposals.

69


https://waterscenterst.org/systems-thinking-tools-and-strategies/habits-of-a-systems-thinker/
https://waterscenterst.org/systems-thinking-tools-and-strategies/tools-strategies/

IOWA

HHS

CAPTA funds have historically been used to support travel expenses for CAPPAC members to attend
quarterly meetings to review the ICAPP program and its progress towards program goals, though all
meetings in the past year have been conducted via web conferencing due to the pandemic. The
CAPPAC also plays a unigue role in reviewing the results of the competitive bidding process for
communitybased projects and in making recommendations to thdH3 n regard to funding for these
projects.

This past year the CAPPAC experienced turnover and has focused on discussing membership
recruitment and roles. Applications were solicited late in the y&amyvever,the recruitment process
was put on hold pendmsome of the structural changes involved with tB#IHS alignment. The
committee developed an application and decisimaking process and will be reposting the application
information in Spring 2023 to resume recruitment efforts to bring up to five aoldkiti new members to
the committee in July 2023More information on the CAPPAC can be found here:
https://dhs.iowa.gov/cappac

I n addition, as not éHHS Rraventiol Rrogmm Managér posifoRiSdarrently he | D
in the process of being filled following staff turnover. It is anticipated the incoming Program Mailage

continue to be involved with a variety of interagency collaborations, consistent with previous Agency

staff. Additional information on those collaborative efforts, particularly as they related to public health
initiatives are discussed later in th&port.

SUPPORTING AND ENHANCING INTERAGENCY
COLLABORATION AMONG PUBLIC HEALTH AGENCIES,
AGENCIES IN THE CHILD PROTECTIVE SERVICE SYSTEM, AND
AGENCIES CARRYING OUT PRIVATE COMMUNIBASED
PROGRAMS

1 TO PROVIDE CHILD ABUSE AND NEGLECT PREVENTION AND
TREATMENT SERVICES (INCLUDING LINKAGES WITH
EDUCATION SYSTEMS), AND THE USE OF DIFFERENTIAL
RESPONSE

1 TO ADDRESS THE HEALTH NEEDS, INCLUDING MENTAL HEALTH
NEEDS, OF CHILDREN IDENTIFIED AS VICTIMS OF CHILD ABUSE
OR NEGLECT, INCLUDING SUPPORTING PROMPT,
COMPREHEISIVE HEALTH AND DEVELOPMENTAL EVALUATIONS
FOR CHILDREN WHO ARE THE SUBJECT OF SUBSTANTIATED
CHILD MALTREATMENT REPORTS

EARLY ACCESS (IDEA PART C)
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The reauthorization of the Child Abuse Prevention and Treatment Act (CAPTA) under the Keeping
Children and Families Safe Act of 2003 (P.L-3®)8provides Early Intervention Services for any child
under the age of three who is involved in a substantiated case of child abuse or neglect. States are
mandated to have provisions and procedures in ptacefer these children for services. State funding
for Early Intervention Services is provided under Part C of the Individuals with Disabilities Education
Improvement Act. No CAPTA funds are used for this program.

Early Intervention Services or EalfCCESS (EA) as the program is referred to in lawa

collaborative partnership betwedwo State agencid®HHSand thelowa Department of Education
(IDOE), and the University of lowa Child Health Specialty Clinics (CHSC). These agencies and clinics
promote, support,and administer Early Access servicéBOE isthe lead agency responsible for
administering the program

ELIGIBILITY & REFERRALS

Early ACCESS services are available to any child in lowa from birth to three who demonstrate a 25%
developmental delay or who has a known medical, emotional, or physical condition in which there is a
high probability of future developmental delays.

The IDHHSIs responsible for referring to Early ACCESS all children under age 3 who: (a) are the
subject of a substantiated case of abuse or neglect, or (b) are identified as being affected by
substance abuse or withdrawal symptoms resulting from prenatalekpgsure, or (c) have

been identified as developmentally delayed.

On October 1, 2018)DHHSimplemented an automatic referral process for children under the age of
three that meet the CAPTA referral criteria. When a case meets the criteria, an ema&herated and
sent to lowa Family Support Network (IFSN) with the referral information. IFSN then forwards the
referral information to the Area Educational Agency (AEA) or Child Health Specialty Clinics (CHSC)
who provides Early ACCESS services. A Se@werdinator (SC) from the AEA or CHSC will contact
the family directly within two business days to discuss early intervention and offer a screening or
evaluation.

Within IDHHS, Child Protection Workers (CPWSs) are responsible for informing familiesttieachild

has been referred to Early ACCESS during a child abuse assessment. Social Work Case Managers
(SWIllIs) who handlengoing child welfare casamy inform families of Early ACCESS services at any
time during the provision of case management sesvice

While families may have declined an evaluation when they were automatically referred to Early ACCESS,
Social Workers can reefer families at any time if a concern about a developmental delay arises. Social
Workers also can refer siblings in the hemwho are at risk of a delay.

Referrals can be made to the |l owa Family Support
Area Education Agencies (AEAS). A copy of the Early ACCESS handout for families and the handout
provided toIDHHS workers can be found iAppendix B.

PRENYOUS STATE SYSTEM EFFORTS FOR CAPTA REFERRALS
The following strategies have been previously uselDbiHS to refer families to Early ACCESS:
9 Prior to 2016, letters sent by Visiting Nurse Services to families (data showed less than 3%
responded and receivetkegative feedback from families).
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1 July 2018Dctober 2018, Social Worker SWII or SWIII discuassd make referral to EA services
with families.

9 October 1, 2018 (current referral process), automation of process: email generated to IFSN
from IDHHS with childand family contact information. Ensures 100% of all eligible cases are
referred.

Each strategy used data decision making to inform progress and outcomes. The automatic referral has
produced the best results of all the strategies even though COVID mkaltylaffected the data (see
Early ACCESS Data section for more information).

CARA

Infants that fall under the 2016 Comprehensive Addiction and Recovery Act (CARA) are also eligible for
a referral to Early ACCESS. This population includes infants born and identified as being affected by
substance abuse, withdrawal symptoms resultingnfppenatal drug exposure, or a Fetal Alcohol

Spectrum Disorder. This includes infants born with and identified as being affected by all substance
abuse, not just illegal substance abuse. Children who meet the criteria under the CARA Act are
included inthe automatic referral process.

TRAINING

Early ACCESS training fidDHHS Social Workers (CPW and Case Manager) focuses on potential
developmental delays in children, instructions on how to encourage families to participate in eligible
services, and howo make meaningful referrals to the Early ACCESS program.

Early ACCESS training is part of the basic training that alllbé#tHS workers receive. Further training

is offered in othediDHHS courses involving mental health and substance abuse servit@sdamestic

violence screening training that is mandatory folRHHS Supervisors, CPWSs, and Case Managers.

Early ACCESS information is provided during these trainings to #3istS staff in referring families to

Early ACCESS serviceghetherthere is a substantiated case of abuse following a child abuse
assessment (i.e., in the case of OFamily Assessme

In an effort to continually inform social workers about the benefits of Early ACCESH) IS Liaison
has participated in social workeneetings, presented on a monthly call that included Social Worker
Administrators, and sent Early ACCESS informational brochures téCir#HS Service Areas.

Additional Information on Early ACCESS has been emailed via the field communication system to all
social workers, supervisors, and administrators.

COLLABORATIONS

IDHHShasa. i ai son dedicated to work in collaboration w
Regularly scheduled meetings include a core State Team comprised of six IDOE emplitlyees

expertise in areas such as, early intervention federal compliance, information technology, autism

spectrum disorders, professional development, and Part B special education services. The state Part C
Coordinator and Administrative Consultant are amaihg IDOE staff. The State Team also consists of

Liaisons fromlDHHS and CHSC. This team meets twice a month to fulfill their commitmemiravide

early intervention services artd support components needed for a coordinated system.

The lowa Councildr Early ACCESS (ICEA) is a parent led Council that advises and assists the IDOE in
the planning, coordination, and delivery of services to infants and toddlers with special needs and their
families. Meetings are held five times a year and consist afifsamose child have received early
intervention, IDOEJDHHS (including Bureau Chief and Liaison), CHSC, AEA Special Education
Directors, AEA Liaison, IDOE Counsel, lowa Insurance Division, and Higher Education, among other

72



IOWA

HHS

community partners. Memberships det er mi ned by the Governords off
process.

ICEA Executive Committee meets five times a year to determine the lowa Council meeting agendas.
The agendas include federal compliance, data analysis, parent stories, and topisslegistation for

the current year that may affect early intervention. Executive Committee includes the EA signatory
agency staff, Bureau Chiefs, Liaisons, IDOE Administrative Consultant, and the Early ACCESS Part C
Coordinator.

Early ACCESS regiormhd community grantees include the nine AEA regions and CHSC. These
grantees ensure EA services are carried out acros
year and include the State Team, IDOE Administrative Consultant, AEA Specidii@dDisector

Liaison, and Liaisons from each of the nine AEA regions.

EARLY ACCESS DATA

The table below represents the number of CAPTA children (those referred following a Child Protective
Assessment) and the number of children that went orréoeive services from Early ACCESS through

an Individualized Family Service Plan (IFSP):

Children who receive Early ACCESS services (following a CPA)
# of Children # of Children receiving Percent of children on
SFY :
referred services IFSP
SFY 2581 314 12.2%
22
SFY 2483 241 9.7%
21
SFY 2452 333 13.6%
20
SFY 2596 449 17.3%
19
SFY 2695 211 7.8%
18

In SFY 22, the number of children (2581) following a CPA, who were referred to Early Access increased
by 98 children. The increase in the number of children referred to EA from SFY 21 to SFY 22 can be
attributed to an increase in child welfare reportslmting the COVID19 pandemic as children

returned to schools and young children returned to preschools in the fall of 2021.

The number of children following a CPA, who went an IFSP increased by 73 children (9.7% to 12%).

IDHHS86s efforts to increase the numbeDHHS fiaisome ani ngf
researching phone numbers and addresses for EA provideoswere not able to contact the family.
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The IDHHS Liaison updated contact information for the EA provider utilizingliBtéHS child welfare

system (JARVIS) and/or contacting the CPW assigned to thelEd4E.S has worked with Social

Workers to have meanigful conversations with families prior to the Early ACCESS refettdHHS

workers were also provided brochures, flyers, and post cards as well as, additional online resources that
are available to families in lowa. Overall, the meetings and trainingsefidHHS field have increased
awareness of the Early ACCESS program and its benefits.

There has also been increased effortsonthe patbdiHS t o col | aborate with AEA
inform and encourage families to consider Early ACCESS services. While a referral is automatically
generated byDHHS to Early ACCESS, services are voluntary. Parents have the right to decline Early
ACCESS at anymtie.

In lowa, preschools, elementary and high schools all returned to in person learning following the closure

of schools in 2020 amidthe COVID9 pandemi c. The oO0return to | earn]
AEAOGs across t he s tnahowh preschools returmed tp io petsendearhiig adme e v e
families have continued to choose virtual services for EA throughout SFY 22. EA services are provided

in the home or the childbds natur al envi amiliesnent (s
have not wanted to have providers in the home, st
respected the choice of the family and were abl e
remote learning is discussed in the SFY 21 eadielow.

In SFY 21, the number of children (2483) following a CPA, who were referred to Early Access increased

by 31 children. The number of children who went on to receive Early ACCESS decreased by 92

children (13.6% to 9.7%). The decreased ratesSiY 21 continue to be attributed to the COVII9

pandemic. While SFY 20 included three and a half months of pandemic shut down, the SFY 21 consists

of a full year of pandemic measures. In the state of lowa, schools across the state varied in their

schedles, from fully remote to full in person attendance. SFY 21 saw an increase in child welfare

reports as children returned to schools, but young children birth to three years of age largely remained

in the homes as some preschools did not return to in perauntil fall of 2021.

Early intervention services were provided virtual
electronic devices such as iPads and computers. Others relied on smart phones. Each AEA had their

own process, but all stillpwi ded services virtually. AEAds found

some families still requesting some remote services, rather than fully in hdbidHS Director

provided IDOE and schools with information on how to keep school children séafeein homes
virtually with ideas |like asking the child to tur
same method by asking the family to see their child on the screen at times.

The following Table indicates the number of childrefiaster care with an IFSP:

Foster Children who receive Early ACCESS services
# of children in foster care # of Children receiving Percent of children
SFY :
below age three services on IFSP
SFY 1494 239 16.0%
22
SFY 1574 227 14.4%
21
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SFY 1835 362 19.7%
20

SFY 2103 474 22.5%
19

SFY 2049 464 22.6%
18

In SFY 22, the number of children (1494) below the age of three in foster care reflects a decrease of 80
children. This decrease represents the continued efforts of the child welfare system in lowa to keep
children with a substantiated case of child abosaeeglect safely in their homes and avoid the trauma of

out of home placement under the provisions of the
the age of three in foster care that were referred to EA and went onto receive services isetleduring

SFY 22 from 227 to 239, an increase of 12. While an increase of 12 may not seem substantial, taking into
consideration there was a decrease of 80 children in this category that were referred, the percent of child

that went on to an IFSP incread from 14.4% to 16.0.

In SFY 21, the number of children (1574) below the age of three in foster care reflects a decrease of 261
children. The data also indicates a decrease of 135 children under the age of three who received EA
services. The decreaseom 19.7% to 14.4% of children in foster care on an IFSP results from two
identified factors:

1 The COVID-19 pandemic continued to keep younger children at home and away from the eyes
in the community., affecting child welfare reports.

9 Another factor thatmay have contributed to decreased numbers of children under the age of
three in foster care placement includes |l owads
Family First in lowa was not fully effective until July 1, 2020, the state has bee noovards
the process since 2018. The Family First Act has many components, including the main goal to
help families that are in crisis stay together, reducing unnecessary removal of the child/children
to foster care placementIDHHS efforts to reducetie number of children in foster care
include:

1 Human Need for Belongingaining.

1 4 questions/7u d g mlct.d

I Use of Child Safet€onferences.

1 Replacing Family Safety Risk and Permanency Workergwikncebasedservices.

9 Crisis Intervention, Stabilization and Reunification contract that requires youth in
residential settings to be placed in their servazea.

1 Subsidized guardianship

While this information contains data past the SFY 21, it is important to note the following data from
IDHHS. Family Preservation Services (Results for Janua@21,through October 13, 2024time

frame limited due to data availability) 88.35% of children weteremoved from their homes during
provision of Family Preservation Services. Agency Solution Based Casework (SBC) 94.64% of families
referred for services safely maintained the children within their own home or with kin/fictive kin
caregivers during thease (lowa Department of Human Services, 2021)
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SFY 20 reflects a decrease (268) in the number of children below the age of three in foster care. The

data also indicates a decrease in the number of children who receivedA2CESS Services from

SFY19 to SFY 20 from 22.5% to 19.7%. As stated before, lowa has seen a decline in the number of child
welfare cases reported due to the COVID9 pandemic and would have affected the number of children
removed to foster care, spe@hlly during the months of March through May 2020. The other factor
includes |l owads i mplementation of the oOFamily Fir
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MATERNAL INFANT& EARLY CHILDHOOD HOME VISITING (MIECHV)

The merger of thdDHHS and | DPH has created the opportunity
child abuseorevention programs within the same Department and within the samedstibion, Early

Intervention and Soport. Prior to this, IDPH was the state agency that managed lowa's Maternal,

Infant, Early Childhood Home Visiting (MIECHV) programmBeginning July 2023,the MIECHV

program will be celocated with the prevention programsnder IDHHS

No CAPTA funds are being used for this initiatixECHYV funds aretilized to help build a statewide
infrastructure related to Family Support. One way in whikls was islone is by funding the state's
Family Support Statewide Database (FSSD). Theakdaturrently being used for the FSSD&a
Application and Integration Solutions for the Early YEBAISEY), housed out of the University of
Kansas. ICAPP progranofficially began using the DAISEY system in January 201&ySthizhas
streamlined data collection and reporting for local programs and reduced costs by using one data
collection system for a number of family support programs, including:

1 lowa Departm ent of Health and Human Services
0 MIECHV 0o Maternal Infant Early Childhood Home Visitation
o HOPES/HFI o Healthy Opportunities for Parents to Experience Succeldgalthy
Families lowa (HOPHS3FI) follows the national Healthy Families America evidence
basedprogram model
1 lowa Department of Management
o Early Childhood lowa Family Support
1 lowa Department of Education
0 Shared Visions Family Support Programs

Many sites utilize blended funding from the programs listed above to support ICAPP/CBCAP

programming at the local level. Utilizing one single data system eliminates the need for programs to

enter data into more than one system. This can be time consurmigéal program staff and has a

negative impact othe ability to gather adequate participant data for a quality, thorough evaluation of

the programs. TheDHHS Prevention Program Manager participates with leadership from other

programs that use the DAEY system to identify concerns and solutions. The group (now known as

the ODAI SEY Users Gr oup0) adasationsandsystent ilpyovetnentsc us si ng
to improve quality data collection.
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Other examples of infrastructure provided by tihIECHV program are the lowa Family Support

Network and the Institute for the Advancement of Family Support Professionals (Institute.) The lowa
Family Support Network (IFSN) serves as an information and referral hub for families with young
children. TheFSN has both a webased interface and an extended hour call service that provides a
warm handoff for families seeking family support services. The Institute is a robust professional
development system designed for home visitors by home visitors. Th&utashouses over 80 online
modules that are based on the National Core Competency Framework for Family Support
Professionals. The Institute provides continuing education units and college credit as well as the
validated National Certification Exam. Duog FY23, the Institute piloted a Perinatal Specialist Digital
Badge. A specialist digital badge is a yearlong endeavor and represents hours of additional study in a
specialized aspect of family support practice. Access to online modules is availablméod at no

cost. The Institute has over 30,000 registered learners, representing all 50 states, territories, tribes
and a growing number of international |l earner s.
products available in Spanish. Ther# b& 19 new Spanish modules. The certification exam is also
being translated into Spanish.

Specific partnerships with MIECHV alHHS include:

1 MIECHV Advisory Group 0 IDHHS Prevention Program Manager is a member of the state
level advisorngommittee hat provides feedback on MIECHYV program in lowa.

1 lowa Family Support Technical Assistance Network & IDHHS Prevention Program
Manager is a member of this state level advisory committee that provides input on the lowa
Family Support Standards and creddimtgaprocess.

1 Infant & Early Childhood Mental Health Consultation (IECMHC) Workgroup/

Young Child Wellness Council (Project Launch) & IDHHS Prevention Program Manager
is a member of this state level group of leaders currently working to improve access to
IECMHC in lowa for professionals in the early childhood fields (i.e., childcare, early learning,
family support, home visitation, etc.More information on IECHMHC can be located here:
https://www.samhsa.gowighc

1 DAISEY User Group 0 State level group of program managers who utilize the Data
Application and Integration Solutions for the Early Years (DAISEY) system. Group meet bi
monthly (every odd month) to discuss system enhancements and other data needs.

1 Domestic/Sexual Violence Pr evention Advisory Committee 8 PCA lowa staff
participate in collaboration and shared learning around best practices relagehtterbased
violence.

EARLY CHILDHOOD IOWA, IOWA DEPARTENT OF MANAGEMENT

The IDHHS Prevention Program Managrpports and ignvolved inthe at e6s Early Chi |l dh
(ECI) initiative.No CAPTA funds are being used for this initiati#CI| provides both a funding

mechanism for local early childhood programming, as well as breydeem level work. While lowa did

not receive ongoing PDG funding, the work in the plan continues to be implemented though on a

smaller scaleOngoing efforts are identified in the sectiopslowr e gar di ng OResul ts Accc
oFamily PRPartnershipéd

In the past year, the IDHS Program Manager participated on a targeted workgroup taskpreparing

the Early Childhood | owa NelWeds EAG s(easdsanetng d ainrd tSh &
2019), which relied, in part, on the prevention assessment gotedl bylDHHS in 2018 for ideas and
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strategies related to the broader early childhood system. In addition|RiHS Prevention Program
Manager is involved in a number of leadership groups throughout ECI, including:
91 Early Childhood lowa Leadership Grou ps
o0 ECI Steering Committee & the IDHHSPreventionProgramManager serves on this
committee due to role as a cohair of one of the ECI Component Groups.
o ECI St akehol ddBothtee IDMHSPregentior®rogram Manager and
PCA lowa staff (as the contracted ICAPP Administrator) participate.

1 ECI Results Accountability Component Group o the IDHHSProgram Manager is the
public cachair of this group with a focus aresultsbasedaccountability in early chitood and
family support work.

1 ECI Family Engagement/Partnership Committee (Governance Component Group)

d the IDHHSProgram Manager is a-@hair of this subcommittee looking at increasing family
voice and choice in the ECI system.

1 ECI Family Support Leadership Group & the IDHHSProgram Manager participates in this
state level consortium with various family support program level staff.

1 Preschool Development Grant (PDG) -ThelDHHSProgram Manager was involved with
the implementation of the PDGeaeds assessment and strategic planning process for ECI in
calendar year 2019. While PDG funding was not continued in 2020, implementation of the plan
adopted is moving forward through existing workgroups.

RESULTS ACCOUNTABILITY
The Early Childhood lowadgults Accountability work group is echaired by thdDHHS Prevention
Program Manager and includes the | CAPP Director f
responsibilities stem from the ECI Strategic Plan, revised in FY 2020, which idémgiflessults
Accountability RA) as a key work group in meeting the following strategies:
1. Infuse datdased discussions and decisinaking processes throughout the early childhood
system.
2. Promote and incentivize the use of eviderzased programs and seces across the early
childhood system.
3. Adopt a collective impact approach to investing in higlality, evidencéased services,
programs and activities across the early childhood system.

The group also continued work on an integrated data sysemD S ) . |l owa became a 0
University of Pennsylvaniafds, Actionable I ntelli
(http://www.aisp.upenn.edulowa wasawarded a Preschool Development Grant (PDG) for FY 2019
which launched the IDS work. The demonstration project matched birth records with kindergarten
enrollment records and analyzed data for patterns related to:

1 Demographics

1 Enroliment patterns

1 Service sage

1 Child/family characteristics that may predict readingsss.

Y
g

Other data, when added, could address other experiences and how they correkat@dgverty,
maltreatment, unemployment, lead exposure, etc.). This would also allow policy/prograto &iak

at touch points over the & span and service utilization patterns and how those may impact outcomes.
While lowa did not receive ongoing PDG funding, we continue to look for ways to expand and fund the
IDS.MIECHYV and ECI financially support 292 system currently. DAISEY data, vital records data and
Head Start data are all part of the 12D2 data system. During 2221DPH commissioned a report to
study the impact of birthing center closures on access to prenatal care. 12D2 also studiecptict on
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family outcomes if a parent was enrolled in a family support program prenatally as opposed to after the
child is born Both studies have positively impacted the practice of home visiting. A maternal health
symposium is scheduled for the fall of 3a® further examine the birthing center closure report and
identify innovative practice to ensure access to prenatal care.

FAMILY PARTNERSHIP COMMITTEE

Another project that continued in FY 21 is a collaborative with partners fi@h andIDOE around

Family Engagement in the Early Childhood system. While individual programs (e.g., Head Start, Parents
as Teachers, 24/7 Dad, etc.) often have strong parent leadership components to them, there has never
been a comprehensive state level plan to npowate those efforts into policy. A number of years ago
(2012) an attempt was made to do this through an
summit several things occurred, including the convening of a workgroup to carry the efforts tbamdr

a draft strategic plan. Unfortunately, efforts stalled for several years but the workgroup was reconvened
and has been meeting regularly since 2019. In 2020 the group formally decided to rename the
committee from ofamil yneersdadapeme wthd |teo sdafidrmi Imyai mara
and values statements (as follows), as well as making progress on the PDSA developed in FY 2020.

MISSION STATEMENT: The mission of th&=Cl Family Partnership Advisory Conigrittee
ensure that dlearly childhood systems and services:
1) Understand the importance of family engagement,
2) Make family engagement a core element to their work, and
3) Promote the use of strengthased, goabriented partnerships with families to
enhance the welbeirg of young children.

VALUES STATEMENTS:
1 We value intentional and authentic engagement of families.
1 We value active leadership by family members, ensuring their contributions inform
decisioamaking and planning on a level equal to service providers.
1 We value the development of vital, gaaiented partnerships with families that are
based on a familyds strengths.
1 We value equity within family engagement activities and outcomes.

In April 2020 a statewide Lunch & Leamaspresented by thdDHHS Preventia Program Manager on
Family Engagement and Partnership was held. Over 2 days, this webinar connected with well over 100
family support professionals across lowa to begin a deeper conversation about what it means to partner
with families and how closelyatwork of equity is tied to parent/family engagement and partnership.

The webinar was recorded and can be viewedYanuTube The presentation o Family
Engagement/Partnership begins at approximately the 12 min. mark and lasts for about 50 min.

The webinar was an introduction to begin the conversation and following the webinar, the group sent
out a provider survey on May 12020,to family suport professionals statewide with a closing date of
June 1, 2020. The group received 175 responses from family support professionals across the state,
including 167 (115 frontline family support workers, 29 program administrators, and 23 frontline
superviors) who completed the full survey. Since last year, the group analyzed survey data and
presenting the findings to a number of audiences. Key takeaways from the family support survey:
1 Language/Definitiorsprograms have significant variationinhowth def i ne of ami |l vy
engagement/ partnership/leadershipé6.
1 Assessmends ome program staff appear to blend the a
assessing the r o g rahility losengage and partner with families.
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1 Parent Leadersi@mppears to be lack, with the following survey findings:

o Only 40% of respondents agreed that the fol
organi zational approach to family | eader shi
opportunities forfamigs t o become | eaders in our organi

1 Supervisiord Frontline supervisors tended to be the most optimistic about parent/family
engagement and leadership (more so than either front line home visitors or administrators).
1 Training Needs$ Survey result found that the greatest needs for training included:

o Culturally and linguistically responsive approaches to gathering fapuly

o Navigating systems (early childhood, education, accessing resources, health/mental
health)

The group has determined that order to continue to move the system further along in providing a
strong voice and choice for parents and other caregivers in lowa, a state level Family Partnership
Coordinator is needed The proposed strategy is tase additional CBCAP American Res®lan funds
for this through contracted services with@ovider. An update on the status of this plan will be
reported next year. Inis anticipated that funding will go to support a fulltime position, as well as a
training budget to implement evidenagormed models of practice that already exist. Some examples
of curricula being explored by the committee include:
1 Serving on Groups
9 Parent Leadership Training Institute
1 Head Start Parent, Family, and Community Engageaedt
1 lowa Family Leadership Training Institute
0 Thisis an established curricula developed by the University of lowa, Child Health
Specialty @Gnics (CHSC) for parent leadership with caregivers of children with special
healthcare needs. The group is interested in modifying the curricula to meet the needs
of all parents of young children, but with a particular focus on those from vulnerable
popuations.

During the spring of FY22gacyiIDPH was awarded a competitive MIECHV Innovation grant to create
diverse career pathways for home visiting. An activity for this grant was to develop a Lived Experience
(LEX) Leaders advisory group. LEXaders are parents that are currently or have been in the past,
participants in a home visiting program. LEX Leaders were identified by their home visitors and then
invited by the LEX Leader Coordinator. It was quickly identified that a second LEX isegrdeip was
needed to accommodate native Spanish speaking faritieaeetthis, need anative Spanish speaking
home visiting supervispto facilitate the Spanish LEX leaders growas contracted for.The groups

have been identifying what is workirgg them in home visiting and what could be improved. At their

very first meeting the subject of wages for home visitors was raised by the parents. They were very
clear that they do not think home visitors are paid well enough for their work.

The LEX leaders and the Family Support Leadership Group have also been working to refine a
definition of Parent Leadership and Parent Engagement as two separate and distinct activities.

IOWA HEAD STARTEARLY HEAD STARAND INFANT AND EARY
CHILDHOOD MENTAL HEA.'TH CONSULTATION

IDHHS recognizes the critical nature of early childhood, and the impact that early relationships,
experiencesand environments have on a childds brain dev
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The Department actively promotesinfaatn d ear |y chil dhood ment al healt
childhood workforce in developing professional competencies.

PROFESSIONAL ENDORSEMENT

Each yearDHHS uilizes a portion of Early Childhood lowa (ECI) professional development funds to
support i mpl e mEulurallytSensitive, BdlatiohshiacasgdPractice Promoting Infant
and Edy Childhood Mental HealtEndorsement.No CAPTA funds were being used for these
programs.

This professional credential is a competeiagsed model that recognizes individuals with extensive skill
and expertise in theiéld of infant and early childhood mental health. Developed in Michigan in 2002,
and currently adopted by 35 state and 2 international Infant Mental Health Associations, this credential
utilizes consistent language and standard professional competeciwies all participating geographic
regions and cultures.

l owads |icense for Endorsement is owned by the 1o
Health (IAIECMH), a professional association dedicated to supporting the workforce with &ccess

resources, training and networking opportunitie@HHS collaborates with the IAIECMH to support an
experienced Endorsement Coordinator who is able to provide technical assistance to all potential

applicants, helping them better understand both the psmand process of Endorsement. The

Coordinator is available to assist applicants directly via phone, email and Zoom, and frequently provides
presentations to lowa groups about the benefits of Endorsement. As of 12/31/22, a total of 29

Endorsements havesken successfully completed in lowa, with 7 applications in progress. The

fundamental goal of this work is to develop professional competencies, thereby improving the quality of
services provided.

The contract with the IAIECMH provides financial suppartiost up to 11 Reflective
Supervision/Consultation (RSC) sessions each month, with a maximum of 6 early childhood
professionals per session. RSC is identified as a best practice in the field of infant and early childhood
mental health, prompting parti@pts to reflect and explore how their own personal experiences,
thoughts and biases potentially impact their work with young children. Additionally, the contract with
the IAIECMH supports numerous training opportunities for early childhood professionatspics that

align with and support the Endorsement competencies, such as trainings on the importance of
attachment, impact of trauma, and child development.

INFANT AND EARLY CHILDHOOD MENTAL HEALTH CONSULTATION

Since 2016, staff withiDHHS have been working to build infrastructure for Infant and Early Childhood

Mental Health Consultation (IECMHC). IECMHC is a strategy that pairs licensed mental health clinicians
with early childhood professionals (such as childcare providers, homersjsiind early intervention
specialists) to build professional competencies i
ment al devel opment . l owads model for | ECMHC, whi
the federally funde@€enter of Excellence for Infant and Early Childhood Mental Health Consultation

prompts early childhood professionals to take a step back and consider underlying causes of behavior,
employpromotion strategies that foster healthy mental development, identify potential warning signs of

a mental health disorder, and make referrals when indicated.

In August of 2019, thkegacd owa Depart ment of Public H&EMHIhOs Bu

was awarded funding through SAMHSA®S6s Project LAUN
fiveeyear grant of more than $3.8 million is supporting the implementation of IECMHC services within
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Drake University®os He prdgra®dirasixtourdies th cabtedwvhand Head St ar
supporting infrastructure building for mental health consultants statewide. Infrastructure building

activities during the reporting period include a virtual consultant orientation training, regular monthly

informal networking sessions, and monthly Reflective Supervision/Consultation (RSC) sessions for

interested consultants. In addition, a virtual conference for healthcare providers was offered on the

topic of infant and early childhood mental health. Thigfessional development opportunity was

offered free of charge, and providers received free Continuing Medical Education credits as an incentive

to participate. A total of 434 professionals registered to participate in this virtual event.

TRAMATIC BRAININJURY(TBI) PILOT PROJECT

In January 2021, lowa was one of four states accepted into the National Alliance of State Head Injury
Administrators (NASHIA) Leading Practices Acaderfg.a recipient of thisecognition thelowa State
Teamwhichincluded members frontegacyylDPH andDHS-Child Welfare, lowa Medicaid Enterprise,
andBrain Injury Alliancef lowa (BIAIA idertified a particular area in which theyamtedto support a

project related to traumatic brain injuries (TBI). lowa was the d8te from thoseacceptedthat

chosethe area ocommunity services for a project. In deciding whadject, they wished to support

the team began by reviewing data provided by the NASHIA. That data indicated the following numbers:
72% of individuals in dual treatment feubstance abuse asdvere mental illnesgported a history of

at least one TB(Dr. John Corrigan, the Ohio State Umiagidition, thegroup also reviewed th&t at e 6 s
child abuse data, the Family First legislation and the Family First Dashboard. From ttreedaetam
proposed a collaboration around&raumatic Brain Injury Pilot Projedlso referred to as the Neuro
Resource Facilitation Child Welfare Collaborative Pilot Project (CWC)

TBI PILOT PROJECT
The TBI Pilot Project begn July 12022,to provide screening services for parents who may be
experiencing a traumatic brain injury. A traumatic brain injury can cause damage to the frontal areas of

the brain, which may result in i mpairmerdor of a pe
behavors. In terms of functioningt has been foundthat T B | may affect a personbd
information and instructions, cause loss of memory or poor initigtm d i mpact a per sonods
plan and organize things. Any one of these fa&&torc an negati vely i mpact a par

and procesd$amily centeredservices intended to keep their child in the home.

The Brain Injury Alliance of lowa (BIAIgaS subcontracted tgrovide screening and assessment
services The BIAA is anon-profit group in lowa whose statewide mission includes the provision of
education, prevention, advocacgsearchand service and supports for lowans with brain injury. The
BIAIA is a nationally recognized, evideihesed NeureResource Fadiéition program which has been
shown to reduce the consequences and costs of acquired brain injury to individuals and families. The
agency incudes professional and direct service staff.

As part of the pilot project the BIAIAs providinga Neuro Resource Facilitator (NRF) to assist child
protection workers in identifying parents who may have experienced a TBl. Once a parent is identified
and referred to the BIAIA they will be screenedcaassessedParents found to have experienced a TBI

will be offered support services, accommodations and/or compensatory strategies to assist them in their
daily lives. While théocusof this pilot project is on parents involved in a child abuse assessit may
include children who have a disability and/or health condition within tbeaQe group.

Throughout the TBI Pilot Project, the BIAIA trackingperformance measures and will providéirzal
summaryat the end of the project regarding tHendings based on the analysis of the data collected
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The performance measures being traclduding the pilot projectincludebut are not limited to the
following

1 The number ofchild protectivereferrals to BIAIA.
1 The number of parents who agree to TBir8ening.
1 The number of TBI screenings that are conducted.
I The number of functional assessments conducted.
1 The initial Case Status with regard to the child(ren). No Removal or Removed.
1 The number of parents who accepted services with BIAIA.
I The rumber of times that BIAIA was consulted for each case.
1 The rumber ofChild ProtectiveCase Plans in which BlIAl&commendationsre incorporated
in the caseplan.
T Case Outcome with regard to the childds placem

A survey which wadeveloped byBIA A and t he projectods evwasuator at
conducted in early 2023 in an effdd identify potential barriers for participation in the PilBroject. A
total of 19 out of 65respondents completed the surveyheresults of the surveyncludedthe
following
1 Many caretakers are excluded from participation in the Pilot Project duygrévious
involvement in the child welfargystem.
9 IDHHS Social workers are not always confident in how to present the Pilot Project to potential
caretakers; and
9 IDHHS Social workers were not always able to share information about the Pilot Project to
potential caretakers due to:
0 Having limited time to share information about the PiRibject.
o Forgetting to mention the CWC Pilot Project; and
o Serving families overwhel med tdoat dondt want

In response to the survey ressltthe following changaveremade to the eligibilitgriteria:
9 Families with prior involvement may now be eligible (pending other criteria are met)
1 Identified caretakers, at this time, will remain ineligible if the following is true:
1 The child age ® being assessed has been or is soon to be adjudicated as a child in need of
assistance (CINA) and
9 Other eligibility criteria are noinet.

In additionto the changesn eligibility education/trainings and other steps were identified and initiated:

1 The primary contractor, the BIAA, will continue to engage IDHHS pilot areas and community
based partners to provide education and training related toRfilet Project.

1 IDHHS will update the checklist when completing the assessment process to include information
about the TBI pilot to ensure that staff has discussed the pilot and the benefits of the service
with the caretaker.

1 Weekly supervision with IDHS Social Worker Ills and their supervisor will continue to include
discussion of the Pilot Project.

1 BIAIA will refine scripts for IDHHS social workers to increase their confidence when discussing
the Pilot Project with potential participants.

1 It was ageed that Face to Face visits, in identified counties, will be the best way to help staff
understand the Pilot and feel comfortable referring families to the project.

BIAIAREFERRALS
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There hasbeena total of 7 referrals to the TBI Pilot Projectince it began.All caretakers enrolled in
the Pilot Project must first agree to be screened for brain injufst.this time, onlyvoluntary
casesare considered athere is less likelihood the child(ren) will be removed from the home
Caretakers can@een for both traumatic and netraumatic brain injuriesAn individual can
screen positive foboth categories of brain injury. All caretakes$o are referred are
screened by Neuro Resource FacilitatoddRFs) who completethe Mayo Portland Adaptaliifi
Inventory4 functional assessmenthe findings arshared with the solution focused team and
others as recommended HPHHS. If the screening is found to be positive, tBEAIA staff
beginworking with each caretaker to identify and addressitifunctional limitationgnd workto
identifywhataccommodations and compensatory strategi2ldHS and others whare providing
services to thentan utilize toimprove treatment outcomes. Going forward the expectation is
that the changes to theligbility criteria that were implemented in March 2023 willlpgo increase
the number of new referrals.

The ultimate goal of the TBI Pilot Project is to reduce out of home placements for children whose
parent(s) has experienced a TBI. Based on theuatiah and analysis the project is expected to serve

as a guide to IDHHS and BIAIA in identifying and establishing effective strategies to stabilize families and
prevent the removal of children from the hom&he Traumatic Brain Injury (TBI) Pilot Projast

contracted for five years. CAPTA funding in the amount of $30,000 per year is being used to support
this initiative.
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AMERICAN RESCUE PLAN ACTARPA)
2021

In addition to the regular appropriations in FY208ie CAPTA State Grant received supplemental
appropriations through the American Rescue Plan Act (ARPA). The federal guidance with regard to the
expenditure of the supplemental appropriations al
child protection system in a manner consistent with any of the 14 program purposes of CAPTA as

outlined in sectionin section 106(a) of CAPTAIn addition, States are encouraged to use the additional

funding to address the complex structural issues that contrihatéamilies becoming involved in the

child welfare system. Funds used in this manner will help to advance racial equity and provide support

for those populations that have been historically underserved or marginalized by the system, while

ensuring the safgtand welbeing of all family members.

Following is a description of how lowa is using the supplemental funding provided under the ARPA. The
projects and areas include an Attorney General who is working VdtHHS staff in northwestern lowa
around pernanency issues for Native American childeemdsupport forl o w aabdatoriMReporter
TrainingProgram including thddHHS Child Welfare Learning Management System (CW LMS).

NATIVE AMERICAN CHILDREN

In determining the use of the ARFANnds,the Department sought to ensure that the focus was on a

minority population in lowa and that issues of equity were informing the decision. Within these
parameters, the Depart ment chidrenuspezificallpthosdimanma 6 s Nat i
around Woodbury County in the northwest part of th&ate. The tribes, which have a strong presence

here are Federally recognized and include the®tank, Omaha, Ponca, Santee Sioux, Rosebud, and
Winnebago.

ENGAGEMENTAND EQUITY

As a part of the decisioamakingprocessaroundfunding, data for this population was reviewed. The

data indicated that a disproportionate number of Native American children in Woodbury County are
involved in | owads atnmnylam inout df theahonee placgrsenteiman areadvitht h
very few Native American foster homedn Appendix D of this CAPTA report is the annual Citizen
ReviewPanel Rport of The Community Initiative for Native Children and Families (CINCH)is

report includesdata regarding the number olit of homeplacemend for Native American children in

this area.

In addition to reviewing the data, the Department soughetogage the tribes and various individuals

and groups that work with and/or represent this population in discussions as to how the additional

ARPA funding could be used to address long standing child welfare issues specific to Native American
children in ths area LocallDHHS Service Area staff and administrators, along with central office

IDHHS personnel meet with the tribes number of times to discusow the ARPAfunding couldest

be used to target permanency and out of home placemetgsues discgsd includedhe complexity of

Indian Child Welfare ActiCWA) cases, the differences in juvenile court verses tribal court, and the
conflict of opinions at times betwbBHHS t he Woodbur
recommendations. As a result of these-ptanning efforts, it was agreed that an Attorney General (AG)

would be hired to work as a conflict counsel representing IB&HS Western Service Area (WSA).
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Within this role the AG would work closely with loddDHHS, the Woodbury County Office and the
tribes to address the complexity of issues around permanency and out of home placements for this
minority population.

ATTORNEY GENERAL (AG)

In 2021 an Attorney General (AG) was hired to work as a conflict counsel representindpthelS
Western Service Area (WSA). Within this role the AG provides guidance and direction to IDE#HS
staff and administrators on complex and difficult cases kg local County Attorney may be at odds
with IDHHS recommendations. The focus of work is around keeping children with their biological
parents when safe to do so and when not, to attempt to place the children with extended family
members.

As the maprity of the cases involve Native American children, the AG is housed withitDRHS

offices in Sioux City, lowa where there are a number of tribes+{Etwunk, Omaha, Ponca, Santee Sioux,
Rosebud and Winnebago) located along the lowa and Nebraska bohéandling the cases the AG
works closely with the local Woodbury County Attorney, Tribal counsel and representatives, parent
attorneys,IDHHS Central Office, State Juvenile Court, and the Tribal Court to help establish
communication, build relationshipsd to provide a forum to discuss practice and policies with regard
to the Indian Child Welfare Act (ICWA). In addition, the AG regularly participates in Native Unit
meetings, meetings with the Tribes, and in staffing cases with the Tribes.

TRIBAL CUSDMARY ADOPTION (TCA) INITIATIVE

Within their position, theAG has taken the lead in promoting permanency options other than
termination of parental rights, whenever possible and as such, has been involved the Tribal Customary
Adoption (TCA) initiative. Tk focus of the initiative is to hellative Americarindian children and

their families maintain their Tribal heritage while simultaneously achieving permanency through TCA.
The TCA is a permanency option which can be recommendelDbiHS and pursued inhild in need of
assistance actions involving Native American children to whom ICWA applies. TCA allows Indian
children to achieve permanency in a manner consistent with their tribal heritage in cases where
reunification efforts have been unsuccessful dlespe provision of active efforts. TCA requires
concurrent jurisdiction in both the lowa juvenile court and in a partnering tribal court. Through this
cooperation,the Indian child can receive the benefits of adoption, including applicaBlsulsidies,
without the culturally unsuitable requirement of an accompanying termination of parent rights. To
achieve this, there is a need to find a balance between Statarld Tribal custom when an Indian child

is involved in State proceedings and when a4@mgn placement is needed. The AG works with the
Tribes,IDHHS staff, and the courts in providing legal counsel to help address the legal issues while
respecting andttempting to preserve cultural issues that must be considered with this initiative.

The AG has also worketb developcourt documents to facilitate the TCA. These include a Notice of
Request for Registration of Tribal Customary Adoption, an Order Dat@ring the Request for
Registration of TCA and a Certification of Registration. In addition, the AG has wigfidstance for
IDHHS staff regardindpow to identify potential TCA casesndthe steps involved in requesting and
completing a TCA

Work on the TCA initiative has continued and has succeeded in makiga permanency option for
Native American children and their familie§he program began in February 20&ith work involving
negotiationsdbetween the parties, researching legal options anctlbgping court forms.In August2022
the first TCAwasscheduled to be heard in courtTo date, there have been two successful adoption
cases.
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BARRIERS/CHALLENGES

lowahas notexperience any barriers or challenges in accessing or in using the supplemental funding
provided under the American Rescue Plan Act of 2021.

CHILD ABUSE MANDATORY REPORTER TRAINING

The IDHHS Child Abuse BindatoryReporting TrainingProgramis another area in wich the ARPA
supplemental appropriations are being diseAt the time thatthe availability of ARPA fundsasbeing
announced, the Department was seeing a need to move the child abuse mandatory reporter training
inhouse. The Department hadbeencontractingout for the training andor technical servicethat were
needed to support the online coursdnternal and external complaintead been eceived regarding the
functionality of the coursand theaccessibilitypf the coursefor learners with disabilities.

In recognizing the importance of mandatory reporter training and the impact that it has on intake and
the screening of child abuse referrals, it was decided that the training would be brought inhouse using
the ARPA fundso redesign the current course. This move was further supporgdhe needto

developan additionatourse,the Child Abuse Mandatory Reporter Recertification Trainwghin the

next year. In bringing the trainings inhouse it was also understtad technical support for the online
child abuse mandatory courses would be needed.

ENGAGEMENT AND EQUITY

In developing and designing the new coursks,Department sought to highlight the complex issues that
contribute to child abuse and how children and families experiencing child abuse can become involved in
the child welfare system as a result of being underserved, marginalized, and adversetytaffecte

persistent poverty and inequity. The Department also sought to ensure thalthgdS Child Abuse
Mandatory Reporter courses were adapted to meet the needs of learners with disabilities. In addition

to reviewingthe proposed design of the coursesth a number ofstakeholdersgublic and private

entitieg who aredependent upon the course for the licensing of their sti# Department also met

with legacylowa Department of Public HealthlPH) staffregardingwhat modificationsvere needed to
meetthe needs of persons witlifferent types oflisabilities

CW LMS TECHNICAL SUPPORT

While feedback on the child abuse mandatory reporter cosrs@s being gatheretDHHS was
transitioning to a new specialized Child Welfare Learning Management System (CW LMS) for the
developmentdelivery,and support ofall thetraining for IDHHS staff and affiliated external entities. As
part of the implementation of this systeiinternal meetings were held regarding the need for a CW LMS
Administratorwho would provide technical analysis and support for @& LMSand trouble shoot any
issues with the applicatien

Specific to the online child abuse courgeghnical support woul be needed on two levelsA CW LMS
Administrator wouldbe neeced to assistexternal entities whdavea Memorandunof Understanding

with the Department thatallows them to place théDHHS child abuseourses on their own internal

LMS MOU userswould require tech supportif they hadfunctionalityissues or concerngith
downloadinghe courses to their systemsn addition, internal and external individuals taking the courses
on the CW LMS would also need support if they ran into technical difficulty with accessing and/or
completing the coursesBased on these needs, it was decided thBPA funding would be ude¢o
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support a Management Analyst 3 position that would provide administrative services fGMWHeMS
and a ClerkSpecialist to provide technical support to individuals learners using the CW LMS. The duties
under each position are described below.

Management Analyst 3 (MA3)

1 A Management Analyst 3 (MA3) was hired in May 2021 and is primarily responsible for the

administration, update, and support of the CW LMS. This CW LMS Administrator is the lead
worker and business analyst for the system, jlong technical analysis, critical system
configuration, and technical support of the application. This person manages the CW LMS by
trouble shooting issues, addressing training software concerns, and communicating platform
operation problems to the LMSlatform provider. The CW LMS Administrator is also
responsible for posting trainings and materials to the platform and for making timely updates
to postings to reflect any changes to trainings that are offerBal help guide end users with
navigating th€ W LMSthis personassists thédDHHS training teanm identifying and

developing written guidance and resource materidlse CW LMS Administrator also

provides technical services to MOU users needing assistance with the functionality and the
downloadingf the IDHHS Child Abuse Mandatory Reporter Trainings.

Clerk-Specialist
1 The ClerkSpecialist serves as the remid expert for front end users of the CW LMS.

Duties includeproblem solving CW LMS related issues by answering routine questions,
assisting usserwith accesssetup, addressing access and navigation issues, and
troubleshooting technical issues relatedttee virtual trainings. These support services are
providedby email, phone, and/or fage-face communications. The Clefpecialist is also
responsible for establishing and maintaining effective working relationships with field Social
Workers, managentd and administrativetaff and affiliated external entities who are users

of the CW LMS.

In addition to providing wersight services and assistamgéh the CW LMS, the two positions described
above are critical to thesupport of the child abuse manday reporter training courses that are offered
on the platform. Thepositions provideongoing technical support to the end users ofsheourses and
to the agencies and facilities that have an MOU with the Department

BARRIERS/CHALLENGES

lowa has not experienced any barriers or challenges in accessing or in using the supplemental funding
provided under the American Rescue Plan Act of 2021 for these positions.
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CAPTA ANNUAL STATE DATA REPORT
SECTION 106 OF CAPTA
SFY 2023

EDUCATION AND QUALIFICATIONS

The lowa Department of Administrative Services (IDAS) maintains job descriptions, including education
requirements, qualifications, and regular duties for all State employees, including Child Protection
Services (CPS) persorindn Appendix B of this report are the current state job descriptions for the
position of a Social Worker lll, those social workers responsible for the intake, screening, and
assessment of cases of suspected child abuse and/or neglect and for a SokiSi&rvisor position

that is responsible for providing supervision for all frontline social workers.

Any Child Protection Workers (Social Worker 111) must meet or exceed these education/qualification
requirementsto be considered for employment. Deographics on the specific breakdown of
educational level and qualifications (i.e. the percentage of workers who hold a BA, BASW, MA, MS,
MSW, etc.) of all State employees in this classification is not readily available, without conducting a
comprehensiveeview of personnel filesTherefore,afield survey was administered tbtainthis
information. Following is the data that was gathered.

Of the 292 staff identified as having a role in the intake, screening, and assessment of child abuse and
neglect there were 192 responses to the survég% response rate). This educational data is
summarized in the tables belaw

Types of Social Wor ki Coun Percent of Res
Social Work Administri{ 6 3%
Soci alSuWerrkvi sor 6 2 3%
Social Worker 3 122 64 %
Social Worker 4 2 1%
Grand Tot al 192

Hi ghest Degree Ob|Cour Percent of Res
Assocdeadreee 1 1%
Bachel or of Arts/ Bachi| 161 84 %
Masterds Degree 30 15%
Grandaodt al 192
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Bachel ords Area o Masterods Area of

(Percent of Respondents) (Percent of Respondents)

38 BA/BS in Social Work @®%o) 12 Master 6 SNork (0%$ o C i
111 | BA/BS in a HS Related FieG®¥bo) 11 Master 6s i mrielda@7%)S
11 BA/BS in another are&@%) 7 Master s i n23%not
160 [ TOTAL (83%) 30 |[TOTAL (16%)

Social Work Licensure Level if Applicable
(Percent of Respondents)

8 LBSW (Licensed Bachelor Social Worke®Y%o)
3 LMSW(Licensed Master Social Worker)42)

1 LISW (Licensed Independent Social Worke8pf)
12 TOTAL

IDHHSTRAINING REQUIREMENTS

All new IDHHS social workers are required to complete New Worker Training. Social Worker lls or
Social Work Case Managers (SWCMs) and Social Worker Il supervisors must corgpeurs of
new worker training. Social Worker llls or Child Protection Workers (CPWshd their supervisors
must completel 93 hours of new worker training.A listing of the required coursework for new worker
training for SW lIs, SW llIs and their respective supervisors can be foulsdgandix C of this report.

I n additi

on to the training hours
must complete approximately 6 hours oflinecourse work required under the lowa Department of
Administrative ServicesAS) A listing of these cowescan also be founth Appendix C.

|l i sted

above

After the initial 12 months with the lowa Department bfealth andHuman Services, ongoing training
requirements include:
1 Minimum of 15 hours child welfare training annually for all Social Workers
1 Minimum of 15 hourghild welfare/supervisory training annually for all Social Work Supervisors

DEMOGRAPHICCPSDATA

The IDHHS maintains demographics data on all social work personnel. The following data includes
demographic information on those
screeningand assessment process. This includes intake and assesgonkers (Social Worker Ills),
team lead intake workers (Social Worker 1Vs), Social Work Supervisors, and Social Work
Administrators. The data is broken down then by front line social workers and management positions.
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Table 1. TOTAL BREAKDOWN BY JOB  TITLE

1. Personnel

206 Social Worker 3s and 4s (Screening, Intake, Assessment)
74 Social Work Supervisors

12 Social Work Administrators

292 TOTAL

Table 2. GENDER DISTRIBUTION

2.1 Frontline (Social Worker 3s/4s) 2.2 Management (Supervisors/Administrators)
38 Male (18%) 16 Male (B%)

168 Female (82%) 70 Female (81%)

206 TOTAL 86 TOTAL

Table 3. RACE/ETHNICITY DISTRIBUTION

3.1 Frontline (Social Worker 3s/4s) 3.2 Management
(Supervisors/Administrators)

6 African American (2.8%) 3 African American3%)

0 American Indian/Alaska Native 0 American Indian/Alaska Native

2 Asian/Pacific Islandet.(%) 0 Asian/Pacific Islander

4 Hispanic/Latino19%) 0 Hispanic/Latino

2 2 + Races (0%) 0 2+ Races

192 | White (93. %9 83 | White (97%)

0 Preferred not to disclose (0.3%)

206 | TOTAL 86 TOTAL

Table 5. AGE RANGE

5.1 Frontline (Social Worker 3s/4s) 5.2 Management (Supervisors/Administrators)
2 18-27 years (%) 0 18-27 years

39 28-37 years {9%) 3 28-37 years 4%)

79 38-47 years 88%) 39 [ 3847 years (5%)

68 48-57 years 83%) 32 | 48-57 years (F%)

18 58- 67 years (9%) 12 | 58- 67 years (1%)

206 TOTAL 86 TOTAL

IDHHS CASELOAD DATA

IDHHS does not currently set a O maperiodas tinte factaass el oad f
involved in every case may vary greatly depending upon the area of the State and the needs of the family.
Although caseloads in rural areas may, on average, be lower than cases in major metropolitan areas, the
travel time involved to visitamilies can be greater as many rural offices cover roaitnty areas.

IDHHS child protective workers (those preforming child abuse assessments) were assigned an average
of 16 cases a month in calendar year 20[DHHS case managers (those providamgoing case
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management services) had an average child welfare caseldadaxfes. Thesenumbes represent
individual cases.

JUVENILE JUSTICE TRANSFERS

Juvenile Justice Transfers in lowa for FFY226fled 61
Juvenile Justice Transfers in lowa for FFY 2021 totaled 34
Juvenile Justice Transfers in lowa for FFY 2020 totaled 75
Juvenile Justice Transfers in lowa for FFY 2019 totaled 81
Juvenile Justice Transfers in lowa for FFY 2018 totaled 87
Juvenile Jtise Transfers in lowa for FFY 2017 totaled 79

The Juvenile Justice Transfers count is obtained by usin®khdS Data Warehouse. This approach

offers a precise method of counting transfers as it is based on case load movement fridiHHS

worker to a Juvenile Court Officer (JCO) as opposed to reliance dBldHS worker manually entering

data in an electronic field. By using the Data Warehouse the count can be viewed on a daily basis. This
method of collection continues to be the most accurate count.

Juvenile Justice transfer counts sasigmificantncreae in 2022 from 34 to 61.Complaints of

delinquent behavior and petitions filed for delinquency have been reviewed, in partnership with the
Division of Criminal and Juvenile Justice Programs (CJJP), in order to assess whether the increase in
transfers wasn anomaly (before 202he transfers were even higher than in 2022) or whether there is
something elsédappeninghat should be reviewedLast year the department reported significant
decreases in complaints in recent years. That complaints also iedr@2%b this year to 11,749,

suggests a rebound may be occurriigy comparison, theeport orders for adjudication continued to

drop in 2022 to 706, or a 6 percent decline from the previous year.

IDHHS took a deeper dive into the history of the youth whransferred in 2022, to try to better

explain the increase in transfe’s.sample wasandomly selected of ten of the 61 youth who

transferred from CINA to delinquent in 2022. Five of ten had been previously adopted from the child
welfare system. Half @re from central lowa (four from Polk County). All had entered the system
within the last few years. Basically, they came into care (usually a temporary placement like shelter,
hospital, or detention) and quickly began running away, chaplgiogmentsand sliding deeper into the
system. While this may not describe the change from 34 to 61 transfers, the similar stories told by this
data suggests there is an opportunity; perhaps additional supports and services at the point of entry to
care could be usetb stabilize or treat youth. Due to the prevalence of adopted youth, utilizing a
trauma informed approach is indicated. This information can inform certain statewide contracts, as
IDHHS has recently increased supports for adoptive families and createel specialized programming
for delinquent youth irCrisis Intervention, Stabilization and Reunification Ser(iCE8R contracts set

to start July 1, 2023. ThBepartment will continue to monitor this data.
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| OWAB8S CI TI ZEN REVIEW PA
SECTION106(C)(6)OF CAPTA
SFY 2023

lowa has three Citizen Review Panels in the State. SR¢ 23Annual Reports for each of the

Citizen Review Panels can be found undependixDof t hi s report. The St
the recommendations from the Citizen Review Panels can be fouAdpendix E. | owa & s

three Citizen Review Panels include

 THE CHILD PROTECTION COUNCIL/STATE CITIZEN REVIEW PANEL
(CPC/CRP)

GregBellville(Chairperson)
Executive Director
Prevent Child Abuse lowa
501 SW 7" Street, Suite Gl
Des Moines]owa 50309
gbellvile@pcaiowa.org
Tel: (515) 24-2200

1 IOWA CHILD ADVOCACY BOARD CITIZEN REVIEW PANEL (ICAB)

Shirley Hoefer (Chairperson)
lowa Child Advocacy Board
Deputy Administrator, FCRB
Des Moines, IA 50319
Shirley.hoefer@dia.iowa.gov
(563) 2077441

1 THE COMMUNITY INITIATIVE FOR NATIVE CHILDREN AND FAMILIES
(CINCF)

Shane FriscHPHHS Liaison)

lowa Department of Human Services
822 Douglas Street

Sioux City, 1A 51101
sfrisch@dhs.state.ia.us

(712) 2552913

93


mailto:gbellvile@pcaiowa.org
mailto:Shirley.hoefer@dia.iowa.gov

IOWA

HHS

APPENDIX A

ICAPP/CBCAP APPLICATIONS
SFY 2125
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Appendix A
ICAPP/CBCAP Applications SFY 21-25 Highest Overall Risk
* Level (avg. of +0.50
SD or higher across all
10 risk factors)

B =Counties not funded
Key:
HV=Home Visitation, PD=Parent Development, RCD=Resilient Communities Demonstration, SAP=Sexual Abuse Prevention
Bid Proposals in RED text show those not funded
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APPENDIXB

STATE OF IOWA JOBDESCRIPTIONS AND
MINIMUM QUALIFICATIONS

(IDHHSSOCIAL WORKER Il & SUPERVISOR)
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Class Code: 03016
23016
lowa DEPARTMENT OF ADMINISTRATIVE SERVICES ¥
HumaN REsouRcESs ENTERPRISE

SOCIAL WORKER 3

DEFINITION

Performs intensive social work senvices, protective service assessments/evaluations, or lead-work duties
in a county, area, regional office, or institution; performs related work as reguired.

The Work Examples and Competencies listed are for illustrative purposes only and not intended
to be the primary basis for position classification decisions.

WORK EXAMPLES

Assists a supenvisor by performing, in accordance with set procedures, policies and standards, such
duties as instructing employees about tasks, answering questions about procedures and policies,
distributing and balancing the workload and checking work;, may make occasional suggestions on
reassignments.

Obtains and evaluates refemral information from mandatory and pemissive reporters to detemineg if a
child abuse assessment, dependent adult abuse assessment or Child in Meed of Assistance
assessement should be completed. This information may be gathered in person (face to face interview)
or via the telephone utilizing active listening, probing questions to fill in gaps in information or to clarify
inconsistencies. The information is the first step in the assessment process and will subsequently he
provided to child/adult protective assessment workers so that safiety and risk can be assessed and
appropriate services to families, children andfor dependent adults can he provided.

Provides intensive casework senvices for clients with difficult, complex and complicated problems,
possibly requiring a reduced cassload on a full-time basis.

Deals with individuals and groups having sociopathic personalities, impulsive behavior that may be self-
destructive or depredatory, and others with chronic mental illness, mental retardation or a developmental
disability.

Makes professional decisions and recommendaftions that can have a senous impact on the life of the
persan served.

Provides or dinects the preparation of necessary records and reports.

Gives advice and consultation when unusual, difficult, or complex cases are encountered.

Functions as a case management program specialist by reviewing case records of case managers and
providing written and verbal feedback related to performance, compliance with applicable standards and
palicies.

Evaluates reports of child or dependent adult abuse; assesses sirengths/needs of clients and
recommends sernvice interventions.

Serves as a member of an institutional interdisciplinary treatment team; provides casework and group
work senvices.

Performs outreach activities gathenng and evaluating information regarding clients or programs,
developing an assistance or treatment program, and coordinating activities with relevant community
agencies, as directed.

Completes or directs the preparation of necessary records and reparts.
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SoclaL Worker 3 ¥ Class Code: 03016/23016

COMPETENCIES REQUIRED
Knowledge of casework methods, technigue, and their application to work problems.

Knowledge of the principles of human growth and behavior, basic sociological and psychological
treatment and therapy practices.

Knowledge of interviewing skills and technigues.

Knowledge of group work methods, and basic community organization techniques.

Knowledge of environmental and cultural factors inherent in social work.

Knowledge of federal, state, and local legislation relative to public assistance and welfare programs.
Knowledge of federal and state rules, policies, and procedures as they relate to the sector of
responsibility.

Ability to deal courteously and tactfully with other public and private agencies.

Ahility to use interviewing skills and technigques effectively.

Ability to plan, instruct, and guide others in social work senvices.

Ability to interpret rules, regulations, policies, and procedures.

Displays high standards of ethical conduct. Refrains from dishonest behavior.

Works and communicates with all clients and customers providing professional senvice.

Displays a high level of initiative, effort, attention to detail and commitment by completing assignments
efficiently with minimal supervision.

Follows policy and cooperates with supervisors.

Fosters and facilitates cooperation, pride, trust, and group identity and team spirt throughout the
organization.

Exchanges information with individuals or groups effectively by listening and responding appropriately.
EDUCATION, EXPERIEMCE, AND SPECIAL REQUIREMENTS

Graduation from an accredited college or university with a Bachelor's degree and the equivalent of three
years of ful-time experience in a social work capacity in a public or private agency;

OR

graduation from an accredited college or university with a Bachelor's degree in social work and the
equivalent of two years of ful-ime experience in a social work capacity in a public or private agency;

OR
a Master's degree in social work from an accredited college or university;
OR

an equivalent combination of graduate education in the social or hehavioral sciences from an accredited
college or university and qualifying experience up to @ maximum of thirty semester hours for one year of
the reguired experience;

OR

employess with current continuous experience in the state executive branch that includes the equivalent
of one year of full-time experience as a Social Worker 2 shall be considered as qualified.

98



IOWA

HHS

SoclALWORKER 3 Y Class Code: 03016/23016

NECESSARY SPECIAL REQUIREMENTS

For designated positions in case management, the appointing authorty may request those applicants
possessing a Bachelor's degree from an accredited college or university with a major or at least 30
semester hours or its equivalent in the behavioral sciences, education, health care, human services
administration, or social sciences and the equivalent of 12 months of full-ime experience in the delivery
of human senvices in the combination of chronic mental illness, developmental disabilities, and
intellectual disahilities as a Targeted (Medicaid) Case Manager;

OR
an lowa license to praciice as a registered nurse and the equivalent of three years of full-fime nursing or
human sernvices experience with the above population groups.

Applicants wishing to be considered for such designated positions must list applicable course work,
experience, certificate, license, or endorsement on the application.

NOTE:
At the time of interview, applicants referred to Glenwood and Woodward State Hospital-Schools will be

assessed to determine if they meet federal govemment employment requirements as published in the
Federal Register, Section 20-CFR-405.1101.

Effective Date: 0415 KF
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